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ABSTRACT 
STUDENT PERCEPTIONS OF MENTALLY ILL OFFENDERS 
by Kimberly Nicole Bryant Rayborn 
May 2016 
Since deinstitutionalization, the responsibility for mentally ill members of society has 
shifted to the criminal justice system in a process of trans-institutionalization or 
“criminalization of mental illness” (Slate & Johnson, 2013, p. 28).  Though various 
groups have been studied to ascertain their perception of mentally ill individuals and 
offenders, previous research focuses largely on students of psychology, social work, and 
medicine.  Little research has been conducted regarding the perceptions of criminal 
justice students toward mental illness, despite the increasing involvement of the criminal 
justice system in treating and handling mentally ill individuals in the past thirty years.  
This exploratory research serves as a replication to a study which was conducted by 
Thompson, Paulson, Valgardson, Nored, and Johnson (2014). 
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CHAPTER I - INTRODUCTION 
 In the wake of the deinstitutionalization of mental health facilities in the 1980s 
and 1990s, society experienced an influx of mentally ill individuals that it could not 
effectively handle (Conyers, 2008; Slate & Johnson, 2008).  The deinstitutionalization 
movement occurred without adequate community programs in place to transition 
individuals with mental illness from institutions to society.  A secondary and 
unintentional movement began, of trans-institutionalization, in which formerly 
institutionalized mentally ill individuals were criminalized for their behavior and became 
inmates in the criminal justice system (Slate & Johnson, 2008; Stephenson, 2004).  
Suddenly, the criminal justice system was not only responsible for processing these 
individuals as offenders, but also for their healthcare and access to mental health services 
(Conyers, 2008).  Prison populations have grown approximately 500% since the mass 
deinstitutionalization of America’s mental health facilities and may have mental illness 
rates as much as four times higher than the general population (Conyers, 2008).   
 The phenomenon of incarcerating mentally ill individuals has been termed the 
“criminalization of mental illness” (Slate & Johnson, 2008, p. 28).  The concept 
surrounding this phenomenon is that society increasingly criminalizes behaviors of 
mentally ill individuals so that a form of social control can be used to remove them from 
the general population.  Mentally ill individuals are disproportionately affected by so-
called “tough on crime” policies and stringent drug policies, which leads to a further 
increase in their incarceration rates (Lurigio, 2011).  It is possible that the phenomenon of 
the criminalization of mental illness contributes to the stigmatization of mentally ill 
individuals, which may decrease legitimate opportunities and increase the risk of crime 
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(Whitley, Kostick, & Bush, 2009).  In fact, stigma has been widely studied in the context 
of mental illness by researchers seeking ways to minimize negative attitudes toward the 
mentally ill (Byrne, 2001).   
 A significant groundwork exists of research in perceptions of mental illness.  This 
research has explored how information and media sources can affect stigma (Kimmerle & 
Cress, 2013; McGinty, Webster, Jarfenski, & Barry, 2014; Samouilhan & Seabi, 2010).  
This type of research has generally concentrated on professionals in careers in which 
contact with mentally ill individuals is common or expected, such as doctors and 
psychologists (Levine, 1972; Ngirababyeyi, 2012).  Much of this research has also 
focused on students in areas of study that often lead to such careers, such as psychology, 
social work, and medical students (Haslan & Giosan, 2002; Roth, Antony, & Downie, 
2000; Theriot & Lodato, 2002).  However, the majority of this research has neglected to 
study law enforcement and other criminal justice officials as well as students in major 
areas of study that often lead to careers in these fields, such as criminal justice, forensic 
science, and law (Thompson et al., 2014).  In fact, the most-studied areas of study with 
regard to student perceptions of mental illness are psychology, social work, and medicine 
(Bovina & Panov, 2006; Church, Baldwin, Brannen, & Clements, 2009; Covarrubius & 
Han, 2011; Roth, Antony, & Downie, 2000; Theriot & Lodato, 2002; Wahl & Aroesty-
Cohen, 2010).   
Statement of the Problem 
 Responsibility for mentally ill individuals in society has increasingly shifted to 
the criminal justice system in the last thirty years (Conyers, 2008; Sirdifield, 2012; Slate 
& Johnson, 2008).  As the criminalization of mental illness continues, incarceration of 
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mentally ill offenders increases (Thompson et al., 2014).  Considering the general 
increase in incarceration rates, the criminal justice system cannot handle any more strain 
than it is already under (Conyers, 2008; Stephenson, 2004).  Thus, solutions are being 
proposed to address the needs of special populations within the criminal justice system 
and to decrease incarceration rates at the same time in order to cut costs.  Support has 
been growing in recent years to shift nonviolent offenders, especially mentally ill 
offenders convicted of nonviolent crimes, to community programs in which they can 
receive treatment without being exposed to the stresses of incarceration that may 
exacerbate their conditions (Conyers, 2008).   
Purpose of the Study 
 The purpose of the current study is to fill a gap in the current body of literature 
regarding perceptions of mentally ill offenders.  The majority of literature in this area 
concentrates on perceptions of mental illness or mentally ill individuals with specific 
conditions.  Little of the current research specifically addresses perceptions of offenders 
with mental illness.  This may alter the results of a perception study, as there is an 
assumption of criminal guilt in combination with a diagnosis of mental illness. 
 Additionally, research in this area has not satisfactorily included students in the 
study of criminal justice.  These students are likely to pursue careers as law enforcement 
officers or other criminal justice officials.  Eventually, individuals in these careers have 
significant contact with mentally ill defendants considering the involvement of the 
criminal justice system in handling and treating mentally ill individuals.  Given the tone 
of much of the criminal justice academic literature in support of community programs for 
nonviolent mentally ill defendants, it is not unreasonable to anticipate that criminal 
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justice students would reflect similar attitudes of acceptance of mentally ill offenders and 
support for alternative to incarceration programs in the community.  However, the 
majority of undergraduate students may be more likely to be affected by common social 
stigma regarding mentally ill offenders due to the influence of negative media portrayals 
and the region in which testing occurred.  Regardless of stigma, undergraduate students 
may be supportive of treatment programs for mentally ill offenders without supporting 
alternatives to incarceration, preferring that treatment be dispensed within the confines of 
the jail or prison. 
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CHAPTER II – LITERATURE REVIEW 
Vulnerability of Mentally Ill Offenders 
 Mental illness presents a unique disadvantage to offenders at several stages of the 
criminal justice process, including the questioning stage of an investigation (Redlich, 
Summers, & Hoover, 2010).  An individual who does not have a standing diagnosis of a 
mental illness or is unaware of their mental illness may not be afforded special 
consideration during questioning or interrogation and may falsely confess or submit a 
false guilty plea under duress.  Redlich et al. (2010) found that the more symptomatic of 
mental illness an individual was during the questioning and plea stages of the criminal 
justice process, the more likely those individuals were to submit a false confession or 
guilty plea.  This tendency, however, did not extend to the crimes of rape and murder.  
Offenders with a mental illness diagnosis of major depression, schizo-psychological 
disorder, bipolar disorder, and other diagnoses claimed they were highly influenced by 
police pressure to falsely confess or submit a false guilty plea (lifetime rates of 9-22% 
and 27-41%, respectively). 
 There are contradictions within professions that handle mentally ill offenders as 
well.  Professionals who may have primary contact with mentally ill individuals, such as 
mental health professionals, doctors, law enforcement officers, etc., were asked to apply 
labels to a number of behaviors to determine if those behaviors had a universal definition 
of crime or mental illness (DeWolfe, 1974).  The results of this research indicated that 
professionals apply terms in whatever way brings the largest range of behaviors under the 
scope of their own career, while a population of students represented a fairly stable 
baseline between the two extremes in the research results.  The results of this research 
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suggest that the behavior of mentally ill offenders may not violate widely-accepted mores 
but is criminalized nonetheless to bring mentally ill individuals under the care of the 
criminal justice system and to remove these individuals from society.   
 More recent research also suggests that a bias exists in regard to professionals’ 
perceptions of crime rates among the mentally ill population (Pasewark, Seidenzahl, & 
Pantle, 1981).  Mental health professionals and legislators tend to underestimate the 
number of crimes committed by mental ill individuals, especially for property crimes, 
simple assault, and drug offenses, ranking the frequency of these crimes as comparable to 
that of non-mentally-ill offenders.  Law enforcement officers and residents of 
communities, on the other hand, tend to overestimate not just crime committed by the 
mentally ill in general but especially crimes of a sexual nature.  As law enforcement 
officers are often the first point of contact an offender has with the criminal justice 
system, this kind of misinformation could be damaging to relations between law 
enforcement and mentally ill offenders.  
 A common suggestion in the literature is that any professional who may have 
dealings with mentally ill offenders should be as informed as possible about mentally ill 
offenders (Cummins, 2006; Scheyett, Vaughn, & Taylor, 2009; Thompson et al., 2014).  
The education and professionalism of the officer involved in a particular case has a direct 
impact on the outcome for the mentally ill offender (Cummins, 2006).  Screening 
methods were also particularly spotty.  While 96% of all correctional facilities reported 
screening offenders for mental illness, use of evidence-based screening techniques was 
very low, and access to treatment and education was even worse (Scheyett et al., 2009).  
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Where education and resources are not practical or not available, experience, especially 
positive experience, is the second-best teacher.   
Prevalence 
 Mentally ill offenders represent an especially vulnerable population in the 
criminal justice system (Conyers, 2008; Stephenson, 2004).  Research estimates that 
anywhere from 10-24% of incarcerated criminals, or approximately 1.5 million, have a 
mental illness of some sort (Conyers, 2008; Stephenson, 2004; Thompson et al., 2014).  
However, the lack of high-quality research and screening practices in this area means that 
no one can know with certainty how many offenders with mental illness are under the 
supervision of the criminal justice system, whether in jails or prisons, probation, or parole 
(Sirdifield, 2012).   
Criminalization 
 Literature related to mental illness and criminal offending is complex, diverse, 
and often contradictory.  For example, Whitley et al. (2009) examined the difficulties of 
finding employment as an individual with both a criminal past and a history of mental 
illness.  According to this research, employment opportunities for mentally ill offenders 
are essentially limited to small, locally-owned businesses that do not have the resources 
to background-check potential employees.  A downside of being limited to such 
employment would be the low likelihood of being offered health insurance and other 
benefits that may be extended by a bigger company.  A benefit of this type of 
employment would be in social support, especially if a non-stigmatizing attitude could be 
imparted by both career assistance professionals and employers. 
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 However, Draine, Salzer, Culhane, and Hadley (2007) found that, when 
controlling for social context, mental illness has a much smaller effect on unemployment, 
homelessness, and crime than most research would suggest.  The true relationship 
between mental illness and unemployment seems to be affected by educational 
attainment as an intervening variable.  Mental illness, especially with an early onset, 
decreases the likelihood of high educational attainment, with only 4.8% of mentally ill 
individuals completing college as compared to 17.2% of the general population.  Lower 
educational attainment decreases the likelihood of finding gainful employment.  Thus, 
mental illness does impact employment, but much more weakly and indirectly than other 
research suggests. 
 There is a prevalent misconception that mental illness causes criminality and 
contributes to other forms of social disadvantage (Draine et al., 2007; Lurigio, 2011; 
Pandiana, Banks, Carroll, & Schlueter, 2007).  However, research suggests that the effect 
of mental illness on crime is weaker than the bulk of the literature would suggest (Draine 
et al., 2007).  This is not to say that a mental health diagnosis has no bearing on 
criminality but that the relationship is complex and likely misunderstood and that other 
criminogenic factors play into criminal behavior committed by mentally ill individuals.  
In Vermont, about 24% of mental health service recipients were identified by law 
enforcement officers as criminal offenders, with about 12% of recipients identified as 
offenders also identified as crime victims (Pandiana et al., 2007).  This displays a 
quandary in which mentally ill offenders and victims of crime are sometimes one and the 
same, suggesting that research into mental illness in the criminal justice system needs to 
become more inclusive of both offending and victimization behaviors.  Mentally ill 
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offenders also tend to have criminogenic factors that operate at least semi-independently 
of their diagnoses. 
 In general, mentally ill individuals, while linked to both criminal offending and 
crime victimization, are more likely to become perpetrators of crime than to become 
victims of crime (Pandiana et al., 2007).  This finding suggests that mentally ill 
individuals may be more vulnerable to criminogenic factors than individuals who are not 
struggling with mental illness but that their mental illness is not the direct cause of any 
increase in criminality.  Instead, the increased vulnerability to criminogenic factors 
functions as an intervening variable in the process or is an entirely separate factor (Draine 
et al., 2007).  Similar to other offenders, many mentally ill offenders are incarcerated for 
nonviolent crimes as a result of “tough on crime” policies and stringent drug reforms 
(Lurigio, 2011).  Mentally ill individuals may be disproportionately affected by drug 
policies because of a tendency to unknowingly self-medicate the symptoms of their 
mental illness.  A review of the literature displays, according to Lurigio (2011), no 
increased risk of criminal behavior for mentally ill individuals as a result of their mental 
illness.  Instead, the increased criminality of the mentally ill community must be due to 
some as yet unidentified intervening variable. 
Stigma 
 Mentally ill offenders might not seek help for their conditions because of the 
stigma attached to mental illness and mental health treatment (Corrigan, Watson, & Barr, 
2006).  A study of self-stigmatizing behavior among mentally ill individuals suggests that 
even individuals who have mental health problems and are informed about those 
problems recognize public stigma and stereotypes about mental illnesses but do not 
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necessarily apply those definitions to themselves.  Being aware of the general public’s 
tendency to stigmatize special populations like the mentally ill may make mentally ill 
offenders more wary of “going public” with their mental health diagnosis, regardless of 
the positive personal opinions they may hold about their own mental health status. 
 However, Karidi et al. (2014) found that having a diagnosis of mental illness has 
an immediate amplifying effect on self-stigmatizing behavior.  The results of this study 
may be limited by the small sample size of questions as the goal of the research was to 
develop a brief screening tool to determine self-stigmatizing attitudes among mentally ill 
individuals.  Whatever the truth of self-stigma, information is the key to decreasing all 
types of stigma, including self-stigma among mentally ill offenders (Lowe, 2014).  The 
more students and the general public become aware of the true prevalence of mental 
health issues, the less likely that mental health issues will continue to be stigmatized and 
treated as an outgroup. 
 A goal of mental health treatment, therefore, should be to reinforce the idea that 
mental illness is not the fault of the individual who suffers from it, both for sufferers from 
mental illness and for members of the general population.  A study of college students 
found that when students are informed of the prevalence of mental illness among their 
own number, the stigma of mental illness, of others and of the self, decreases.  Research 
also suggests that, when mentally ill individuals choose to reveal their mental health 
status to their social support groups, such as family and friends, the negative effects of 
living with mental illness are mediated and quality of life improves (Corrigan et al., 
2010).   
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 Studies on stigma reveal that it is a complex area of human behavior (Byrne, 
2001).  Some research has suggested that a more useful approach to stigma would be to 
evaluate solutions or ways to reduce stigma rather than exploring different types and 
causes of stigma.  This recommended solution-focused research should be accomplished 
through collaboration between the medical and socio-psychological academic 
communities.   
 Research into the causes of stigma has suggested that attitudes toward certain 
groups are often a function of where someone was born or reared (Olmsted & Smith, 
1980; Saetermoe, Scattone, & Kim, 2001).  A study by Olmsted and Smith (1980) 
suggested that negative ideas about mental illness are more pervasive than stereotypes.  
These attitudes constitute a cultural belief system into which American children are born 
and grow.  Such pervasive ideas are not easily overcome, so solution-focused research 
should potentially concentrate on the macro level (Byrne, 2001; Olmsted & Smith, 1980).   
 Other studies have also demonstrated the importance of birthplace in shaping 
attitudes.  A study of different ethnic groups in America found that Asian Americans, 
especially immigrants born in Asian countries and being reared in Asian families, were 
the most likely to stigmatize disabilities and illnesses of all types, including mental illness 
(Saetermoe et al., 2001).  However, Asian American subgroups tended to stigmatize 
mental illness and physical or intellectual disabilities to the same extent, while other 
American ethnic groups (African-, Latin-, and European-Americans) viewed mental 
illness as more stigmatic than even severe disabilities.  Another study found that 
Americans tend to stigmatize substance abuse more so than organic mental illnesses 
(Pescosolido, 2013).  Regardless of any progress made in educating the public about 
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mental illness, the public perception is generally that other people highly stigmatize 
mental illness. 
 Having a personal relationship with individuals with mental illness tends to 
decrease stigma attached to mental health problems (Covarrubius & Han, 2011; Phelan & 
Basow, 2007).  Covarrubius and Han (2011) gathered from their research that stereotypes 
related to the dangerousness of mental health patients were related to participants’ desire 
for social distance from mentally ill individuals.  Thus, having personal relationships and 
experiences with mental health patients dispelled fear and stereotypes and decreased both 
fear of and desire for social distance from mentally ill individuals.   
 Phelan and Basow’s (2007) study suggested that a label of “mentally ill” was 
associated with fear of danger from the labeled individuals and a desire for social 
distance.  This study found that increasing empathy for mentally ill individuals decreased 
or eliminated the desire for social distance but did not reduce the perception of danger.  
Similarly, research has indicated that relating nostalgia to experiences with mentally ill 
individuals helps to decrease stigma by helping people relate more to the mentally ill 
(Turner, Wildschut, Sedikides, & Gheorghiu, 2013). 
Services Available of Mentally Ill Offenders 
 Programs for mentally ill offenders typically focus on treatment, reduction of 
recidivism, community reintegration, and diversion or intervention (Ashford, Wong, & 
Sternback, 2008).  In general, programs that reach their intended target populations and 
are completed successfully result in lower recidivism rates for all offenses, violent and 
nonviolent.  Successful completion of a program is also not a good predictor of probation 
success, as mentally ill offenders tend to have a higher rate of technical probation 
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violations than the general offender population.  However, not every correctional facility 
is able to offer special programs to mentally ill offenders, as some struggle to provide 
access to services and medications in a timely and efficient manner (Scheyett et al., 
2009). 
Access to Treatment 
 Some offenders who do not enter the criminal justice system with an existing 
diagnosis of mental illness may never receive the services they need to help maintain 
their conditions or to recover from them (Thompson, 2010).  Offenders whose mental 
illness is not readily apparent to correctional facility staff may never be screened for 
mental illness with a psychological evaluation.  Even when offenders are screened, jails 
and prisons do not always use evidence-based screening practices to test their inmates for 
mental illnesses, so some mentally ill offenders slip through the cracks or are thought of 
as behavioral issues rather than ill, sometimes leading to overrepresentation in 
segregation units (Scheyett et al., 2009).  The three best indicators for receiving a 
psychological evaluation in the criminal justice system are mental health status (or how 
symptomatic an individual appears to be), race, and gender, respectively (Thompson, 
2010). 
 It has been suggested that clinicians who provide treatment to mentally ill 
offenders develop a specific set of skills in their field, similar to a medical specialization, 
called local knowledge (Galanek, 2013).  Functioning as a mental health clinician in the 
prison environment typically means a decrease in resources.  Mental health clinicians 
who work primarily in jails and prisons must rely on their own judgment and the 
Diagnostic and Statistics Manual (DSM) to make diagnoses and recommend treatment.  
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These professionals must also consider the impact of the prison environment on the 
behaviors of mentally ill offenders to categorize mental illness.  Due to budget and 
political issues, mental health treatment in the prison setting tends to rely more on 
behavioral treatments than on medication, as medication is expensive and difficult to 
obtain in prisons. 
 Recent research has suggested that the Affordable Care Act (ACA) may extend 
the services available to prison inmates with mental illness (Slate & Usher, 2014).  
Before the ACA passed, states had the option to terminate Medicaid benefits when an 
individual was incarcerated.  The ACA is a federally-subsidized program that states 
cannot bypass, so offenders may not lose their benefits upon incarceration.  It is currently 
unclear if benefits would continue during a prison term, but not having coverage 
terminated would save time upon release.  Offenders who must reapply for Medicaid 
benefits have a wait time of 6-12 weeks for resumption of coverage.  The ACA may 
provide coverage that is already available upon release, which would benefit mentally ill 
offenders especially, as maintaining medications and treatment schedules is crucially 
important in alleviating mental illness.  The continuation of coverage possible under the 
ACA would also be important in emergency situations, if an offender needed to be 
transferred to a separate facility like a hospital or mental health facility, as coverage 
could immediately be provided. 
Community Programs 
 Mentally ill offenders who are not incarcerated but are still under the care of the 
criminal justice system may have an even more difficult time obtaining access to services 
(Cummins, 2006).  Community corrections alternatives for mentally ill offenders do not 
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have the social support they need to be truly successful, and service providers are few in 
number (Cummins, 2006; Lamb, Weinberger, & Gross, 1999).  Research promotes the 
inclusion of mentally ill offenders in their communities to strengthen social bonds and 
decrease recidivism (Rowe & Baranoski, 2011; Rowe & Pelletier, 2012).   
 There has been debate over disposition options for mentally ill offenders, with 
some arguing for the abolishment of the insanity defense, to be replaced by a plea of 
guilty but mentally ill (Linhorst & Dirks-Linhorst, 1999).  Both options are currently 
available in most states, but researchers argue that a third option is best:  retaining the 
insanity defense and providing a conditional release option.  Rather than having offenders 
found not guilty by reason of mental illness sent to state hospitals to recover, then being 
either turned out to maintain their mental health on their own or forced to serve a prison 
sentence, the conditional release option would allow mentally ill offenders to return to 
lower-security community supervision as long as they were compliant with their mental 
health upkeep and medication.   
 Other community corrections programs have been proposed, including the 
Citizens Project (Rowe & Baranoski, 2011; Rowe & Pelletier, 2012).  The Citizens 
Project incorporates several components similar to group therapy, such as peer mentors 
who have completed the course, a group component in which all members of the project 
work together to further their goals, classes, and valued role projects.  This program is a 
mutually beneficial group-therapy style program in which participants gain support from 
others while giving support in return.  The researchers saw positive results from the 
project and noted that the participants had valuable insights to contribute to developing 
research questions in mental health literature (Rowe & Pelletier, 2012).   
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 Researchers who support community treatment and community sanctions for 
mentally ill offenders seem to agree that community programs can only be successful 
through close collaboration between criminal justice professionals and mental health 
service providers (Cummins, 2006; Lamb et al., 1999; Rowe & Baranoski, 2011).  
However, community programs also require the support of the community to succeed 
(Vandevelde et al., 2011).  The more support a program has, the more offenders and 
service providers are encouraged to participate.  As a program gains support in the 
community and participation increases, faith in the program increases (Cummins, 2006). 
Diversion 
 Another option for keeping mentally ill offenders out of jails and prisons lies in 
diversion programs (Mental Health Practice, 2014; Scaefer & Stafancic, 2008).  
Diversion gives discretion to the arresting officer in deciding whether to put a mentally ill 
offender in jail for a nonviolent offense or to deliver the offender to a community mental 
health program or even a hospital to undergo treatment for his or her mental illness 
(Schaefer & Stefancic, 2008).  A major benefit to alternative programs for mentally ill 
offenders that allows them to bypass incarceration is that they avoid the prison 
environment, which is not only criminogenic but which also exacerbates the symptoms of 
their illnesses and slows their recovery.  In order for diversion from incarceration to be 
successful, offenders need to have a support system, whether it be family, a group, or 
their mental health practitioners (Mental Health Practice, 2014). 
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Perception of Mentally Ill Offenders 
Media 
 Perception can be influenced not only by information, such as one would receive 
in specific training for a career or in a college major, but by the media (Kimmerle & 
Cress, 2013; McGinty et al., 2014).  Media can be a powerful tool in influencing 
perception, and some media sources do not use reliable information.  In fact, fictional 
accounts or portrayals of individuals with mental illness, no matter how accurate, 
generate more negative perceptions and feelings than positive ones (Kimmerle & Cress, 
2013).  News media, on the other hand, tends to rely on less accurate information for a 
more sensationalized story and conveys a negative tone (McGinty et al., 2014). 
Knowledge and Information 
 If information and knowledge are the best defenses against stigma toward mental 
illness, determining knowledge about mental illness and the impact of information should 
also be evaluated.  The American public is fed a stream of misinformation about mental 
illness from early childhood, which contributes to the formation of a pervasive cultural 
belief system in which negative ideas about mental illness are the traditional norm 
(Olmsted & Smith, 1980).  To combat such a widespread and widely accepted belief 
system, accurate information must be introduced early in life and promoted in the general 
public to alter false perceptions. 
 Media can be used to influence public perception, but the type and tone are 
important in determining effectiveness (Kimmerle & Cress, 2013; McGinty et al., 2014).  
News media tend to be reactionary and misleading when it comes to mental illness.  For 
example, the majority of news sources blame dangerous mentally ill individuals in the 
 18 
wake of mass shootings, while a smaller number blame guns (McGinty et al., 2014).  
This perpetuates an illusion that all mass shootings are committed by mentally ill 
individuals and blames the person for something they cannot control.  Popular television 
sources often use mental illness for entertainment value but misrepresent it (Kimmerle & 
Cress, 2013).  Media that is presented as fiction tends to generate negative feelings about 
mental illness, even if the information and interpretation are accurate.  Media presented 
in a documentary style with identical information has a more lasting effect of increasing 
knowledge and positive attitudes toward mental illness.   
 Misinformation is not just a problem among the general population or students.  
Professionals who interact with mentally ill individuals and offenders in the course of 
their careers also have skewed perceptions (Pasewark et al., 1981).  Criminal justice 
officials, as well as community residents, in this study overestimated the crime rate of 
mentally ill offenders, especially for sexual offenses and rapes.  Mental health 
professionals and legislators believed that mentally ill offenders’ crime rates were lower 
than actual statistics.  These findings further support the idea that attitudes are shaped by 
experiences.  Law enforcement officers typically interact with mentally ill offenders in 
the context of making an arrest.  Community residents often hear nothing about mentally 
ill individuals until an offender with a mental illness is identified in the media.  Mental 
health professionals’ experiences with mentally ill offenders may be positive in the 
context of treatment.  And legislators are likely exposed to positive aspects of mentally ill 
offenders’ stories, such as recovery, or are overexposed to other areas of crime. 
 Marcus and Westra (2012) examined the knowledge base of Canadian adults to 
determine accuracy of public beliefs about mental illness.  What they found was that both 
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young adults and older adults were equally well-informed about mental illness.  
However, young adults displayed less willingness to seek help from a mental health 
practitioner or other formal source in the event they begin to experience symptoms of 
mental illness themselves.   
 Studies of undergraduate students indicated that a majority of college students can 
accurately identify causes or contributing factors to mental illness (Bovina & Panov, 
2006; Samouilhan & Seabi, 2010).  Psychology majors have a less cohesive concept of 
mental illness than do students studying other disciplines (Bovina & Panov, 2006).  This 
finding is likely related to psychology students’ understanding that mental illness is 
nebulous and complex.  However, students across different majors could correctly 
identify contributing factors of depression, schizophrenia, substance abuse, and anorexia 
and recommended psychological treatment or clinical counseling as the best treatment for 
each condition (Samouilhan & Seabi, 2010). 
 A study that used the Community Attitudes toward Mental Illness (CAMI) scale, 
along with a scale developed in 1961, found that most participants believed that having 
strong guidance and support and avoiding morbid thoughts was important in preventing 
exacerbation of mental illness (Addison & Thorpe, 2004).  This study also found that 
only a small amount of variance in attitudes about mental illness could be explained using 
the two scales mentioned, suggesting that attitudes toward mental illness are nearly as 
complex as mental illnesses themselves.  This makes it difficult to examine the factors 
that contribute to individual attitudes and perceptions about mental illness. 
 Perception of mental illness is a widely varied area of study, as the topic is 
multifaceted and requires an adaptive approach.  If, as Olmsted and Smith (1980) 
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proposed, perception of mental illness is part of a cultural belief system, reliable 
measures are needed to examine that belief system (Taylor, 1981).  The CAMI scale was 
designed to look at community perceptions of mental illness, because mental illness has 
increasingly been regarded as a community issue since deinstitutionalization occurred.  
However, the CAMI scale cannot explain a significant amount of variance in perception 
of mental illness alone and should be combined with other reliable measures (Addison & 
Thorpe, 2004). 
Subgroups 
 The study of perception of mentally ill individuals is not a new area of research.  
A survey in 1972 found that opinions regarding mental illness were linked to ethnicity or 
country of origin more than to level of education or profession (Levine, 1972).  Later 
studies supported the idea that ethnicity could influence attitudes toward mental illness 
and disabilities, with African-, Latin-, and European-Americans holding more positive 
perceptions about mental illness than Asian-Americans (Saetermoe et al., 2001).  These 
other ethnic groups were also more likely to differentiate between mental illness and 
physical or intellectual disabilities, while Asian-Americans tended to view them as equal 
or the same. 
 Ethnicity is not the only demographic factor that can influence perception of 
mental illness.  Stanford (2007) evaluated the responses of Christian church members or 
staff who were approached by mentally ill individuals for help.  The results of this 
research indicated that 30% of Christians who sought help within the church for some 
type of mental disorder met with a negative reaction, from being abandoned by their 
church group, or being told their condition was the result of demonic activity or their own 
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sinfulness.  As the church can play an important role in recovery from mental illness in 
the lives of religious individuals, this research encouraged better education for church 
staff. 
 Perception is also influenced by information.  For instance, many people 
differentiate between mental illness and substance abuse in perception studies 
(Pescosolido, 2013).  The perception of substance abuse has become significantly more 
negative and stigmatized than that of mental illness in recent years.  However, the 
Diagnostic and Statistics Manual (DSM) considers a diagnosis of drug abuse or drug 
dependence to be a mental illness. 
Professionals 
 Research on perceptions of mental illness and mentally ill individuals has at times 
focused on certain professions that tend to have direct contact with mentally ill 
individuals.  A 1972 study examined four different careers (students, physicians, nurses, 
and police) and three different ethnic groups (British, Czechoslovakian, and West 
German) (Levine, 1972).  The results of this study revealed no significant differences 
across professions for attitudes about authoritarianism, benevolence, mental hygiene 
ideology, social restrictiveness, or interpersonal etiology.  All statistically significant 
differences existed among ethnic groups, with Czechoslovakians displaying the most 
highly authoritarian and socially restrictive attitudes toward mental illness. 
 Mental health professionals have been widely studied to determine their 
perceptions of mentally ill individuals.  A 1974 study suggested that mental health 
professionals tend to apply mental health terminology to actions and characteristics 
broadly so that more behaviors and individuals fall under the scope of their professional 
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territory (DeWolfe, 1974).  Mental health practitioners also tend to downplay the 
criminality of mentally ill individuals, displaying an attitude of hopefulness for recovery 
(Pasewark et al., 1981).   
 Another feature of mental health professionals’ attitudes toward the mentally ill is 
the role of experience.  Professionals who have had positive experiences in helping those 
with mental illness recover tend to have more positive, hopeful attitudes and are more 
willing and eager to provide assistance in the future (Ngirababyeyi, 2012; Wahl & 
Aroesty-Cohen, 2010).  Despite caregivers’ attitudes being generally positive, the causes 
of negative perceptions have not been thoroughly researched, largely because the 
formation of attitudes is so complex (Wahl & Aroesty-Cohen, 2010). 
Students 
 Student perceptions of mental illness have also been widely studied.  College 
undergraduate students represent a convenience population for many academic 
researchers and these students will presumably later fill careers and professions in which 
they may interact with mentally ill individuals or at the very least vote on politicians and 
policies that could affect mentally ill individuals.  Royal and Roberts (1987) conducted a 
study of students in the 3rd, 6th, 9th, and 12th grades as well as in college to determine how 
ratings of visibility, severity, familiarity, and acceptance of 20 different disabilities 
change over time.  What the study revealed was that negative perceptions decreased and 
positive perceptions increased significantly between 3rd grade and 6th grade, with minor 
improvements continuing through to college.  These findings further support the idea that 
education and experience reduce negative perceptions and increase positive perceptions 
of mental illness and that early education is necessary to combat stigma. 
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 Most student research focuses on college students rather than any younger groups, 
especially those in majors that are likely to lead to careers that involve contact with 
mentally ill individuals.  A comparison of various majors’ beliefs about mental illness 
indicated that the majority of college students are able to correctly identify the causes and 
treatments for multiple highly recognizable mental illnesses (depression, schizophrenia, 
substance abuse, anorexia) (Samuoilhan & Seabi, 2010).   
 Students also tend to place lower stigma on general labels like mental disorder, 
mental health problem, mental illness, and mental disease than on labels of specific 
illnesses like depression (Szeto et al., 2013).  However, a label of mentally ill has still 
been shown to increase the perception of mentally ill individuals as dangerous and to 
bolster a desire for social distance from the mentally ill (Phelan & Basow, 2007).  The 
stigma attached to specific illnesses seems to be related to what the perceived cause of 
the disorder is (Szeto et al., 2013).  Students who conceptualized depression as primarily 
a biological disorder had less negative attitudes toward the illness, while students who 
saw depression as a function of the biopsychosocial model tend to stigmatize the disease 
more.  It is possible that these students were placing more blame on depression sufferers 
because they perceived the disease to be partially a result of social and psychological 
factors.  Relatability and empathy seem to be effective for decreasing the desire for social 
distance from mentally ill individuals but not the perception of danger (Phelan & Basow, 
2007).  Nostalgia can also play a role in decreasing negative perceptions of mental illness 
by increasing group trust and instilling a feeling of inclusion (Turner et al., 2013). 
 Students asked about another highly familiar mental illness, Obsessive 
Compulsive Disorder (OCD) had highly complex attitudes toward the illness when 
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certain common behaviors were presented (Simonds & Thorpe, 2003).  Self-harming 
behavior, intentional or not, was the most controversial to participants.  Students in this 
study rated harming behaviors of OCD patients as the most likely to elicit shame and fear 
from others and from the patients themselves.  Washing behaviors ranked second.  
Checking behaviors ranked third and were considered the least bizarre and most 
acceptable, possibly because participants could relate to checking that a task had been 
completed more than to the other behaviors.  However, participants did note that each of 
these behaviors should prompt a sufferer to seek help, and the researchers support a focus 
of literature on promoting earlier help-seeking. 
 Studying students’ perceptions of mental illness is also pertinent in academia 
because more than half of all college students will experience a mental health problem 
during their academic career and should be informed about the causes of those problems 
and the services available to treat them (Lowe, 2014).  Faculty attitudes are also 
important in that respect, as faculty can aid in furthering student welfare by recognizing 
signs and symptoms of mental illness and promoting help-seeking and inclusion (Becker, 
Martin, Wajeeh, Ward, & Shern, 2002).  Students in graduate programs may be even 
more vulnerable than their undergraduate counterparts to experience mental health 
problems, so these students and their faculty have even greater cause to be educated 
about mental illness (Roth et al., 2000).  When compared with student attitudes, college 
faculty seem to be more ambiguous about mental illness as far as believing that full 
recovery and success are attainable, while students tend to be hopeful for both positive 
outcomes (Becker et al., 2002).  In graduate programs, faculty members who had 
previous experience with mental illness in their students held more positive attitudes 
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(Roth et al., 2000).  However, further research should be done to evaluate the extent of 
mental illness on performance in graduate programs like medical school and the results 
disseminated to faculty members. 
 Psychology students are a frequent target population for study, as these student 
are likely to pursue careers in which they will interact with mentally ill individuals.  
Psychology students seem to be predictably well-informed about definitions of behaviors 
that constitute mental illness and are familiar with DSM definitions of specific conditions 
(Haslan & Giosan, 2002).  When compared with non-psychology students, psychology 
majors have less negative ideas about mental illness (Bovina & Panov, 2006).  When 
asked to construct a word map representation of mental illness, psychology students were 
more positive in the nucleus and more complex in the periphery than non-psychology 
students.  This display of a less cohesive concept of mental illness suggests that 
psychology students recognize how nebulous mental illness truly is. 
 Perhaps, the most widely-studied group of students in a specific program is social 
work students.  These students are likely to pursue careers that will put them in contact 
with the mentally ill.  Students who are new to their social work programs display less 
fear and avoidance of mentally ill individuals and more willingness to work with 
mentally ill individuals than did students who had been in the social work program longer 
(Theriot & Lodato, 2002).  However, no differences existed in perceptions of danger of 
either the social work profession or of the mentally ill.   
 Comparing undergraduate social work students to graduate social work students 
suggested that undergraduates and second-year Master of Social Work (MSW) students 
displayed similar attitudes (Church et al., 2009).  First-year MSW students showed more 
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acceptance than either of the other two groups, perhaps indicating a resurgence of passion 
for their chosen profession or because many first-year MSW students’ bachelor’s degrees 
are in other fields.  Students entering the MSW program from another field would be 
expected to display similar attitudes to new social work students.   
 As seen with other professions and areas of study, having a personal relationship 
with mentally ill individual was influential in altering perceptions of mental illness 
(Covarrubius & Han, 2011).  Students who subscribed to stereotypes about the danger of 
mentally ill individuals were more likely to express an interest in maintaining social 
distance from the mentally ill population.  However, students who had a personal 
relationship with someone who was seriously mentally ill were less likely to believe 
stereotypes about danger and to desire social distance. 
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CHAPTER III - METHODOLOGY 
General Research Objectives 
 The current body of research seems to ignore the results of the 
deinstitutionalization movement and the shift of responsibility of mentally ill individuals 
to the criminal justice system.  Research also displays how ill-prepared the criminal 
justice system was to take on this responsibility and how further support is needed to 
provide adequate services to mentally ill offenders.  The majority of the literature related 
to student perceptions of mental illness has failed to include criminal justice students, 
who are arguably just as likely to work with mentally ill offenders as the psychology 
students, social work students, and medical students whose perceptions have already been 
well-explored.  The goal of this study is to bridge this gap in the literature by assessing 
the perceptions of students toward mentally ill defendants, including students of criminal 
justice who have been largely ignored by other research. 
Statement of Specific Research Question and Hypotheses 
Research Question #1 
 To what extent do students display stigmatic or negative perceptions of mentally 
ill defendants in the criminal justice system? 
Research Hypothesis 1  It is hypothesized that students will display generally 
stigmatic or negative perceptions of mentally ill defendants in the criminal justice system. 
Research Question #2 
 To what extent do students support alternative programs to incarceration for 
mentally ill defendants in the criminal justice system? 
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Research Hypothesis 2  It is hypothesized that students will report a general lack 
of support for alternative programs to incarceration for mentally ill defendants in the 
criminal justice system. 
 Research Question #3 
 To what extent are certain (e.g. demographic) variables related to the perceptions 
held by students toward mentally ill offenders in the criminal justice system? 
Research Hypothesis 3  It is hypothesized that certain (e.g. demographic) 
variables are related to the perceptions held by students toward mentally ill offenders in 
the criminal justice system. 
Instrumentation 
 The instrument that will be employed in the current study was modified from the 
instrument used in a previous publication by the Mississippi Statistical Analysis Center 
(MS-SAC) (Thompson et al., 2014).  That instrument contains several originally 
conceived demographic items and 73 items from three established scales.  The first 
section of the survey includes twenty of the thirty-one items from the Attitudes toward 
Mentally Ill Offenders (ATMIO) scale (Church et al., 2009).  For the current instrument, 
the ATMIO items were also adapted to a five-point, rather than a six-point, Likert scale.  
The ATMIO assesses four attitudinal dimensions:  Negative Stereotypes, Community 
Risk, Rehabilitation/Compassion, and Diminished Responsibility.  Items that were not 
included in the final instrument were excluded either because they were not deemed 
pertinent questions to the target participant population or because they were not included 
in the Thompson et al. (2014) study on which this research is based. 
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 The second section of the survey is taken from the Community Attitudes toward 
the Mentally Ill (CAMI) scale (Ngirababyeyi, 2012; Thompson et al., 2014).  Twenty-two 
of the forty original CAMI items are included in the current survey with minor changes to 
their wording to more closely tailor the survey to the criminal justice system.  The four 
dimensions of the CAMI scale are Authoritarianism, Benevolence, Community Mental 
Health Ideology, and Social Restrictiveness.  The included items from the CAMI scale 
were balanced in tone, with half the items worded negatively and half worded positively.  
Other minor formatting included altering items to address attitudes about mental illness 
and the criminal justice system rather than society in general (Thompson et al., 2014). 
 The third section of the current survey instrument is adapted from the Self Stigma 
Mental Illness Scale (SSMIS) (Corrigan et al., 2006; Thompson et al., 2014).  Of the four 
concepts measured by the SSMIS (Awareness, Agreement, Application, and Hurts Self), 
the subset of Agreement items is evaluated because it demonstrates the extent to which 
participants endorse negative stereotypes about individuals with mental illness.  Nine of 
the ten Agreement subscale items are retained on the current survey instrument.  The nine 
items from the SSMIS are phrased as “I think” statement to which participants respond 
using the same five-point Likert scale as the previous sections.  These items, though 
originally coded for a nine-point Likert-type scale, were modified to a five-point Likert 
scale for internal consistency in the Thompson et al. (2014) study.  That change is 
retained in this study for the same reason. 
 Seven originally conceived items from the original study are also included on this 
survey (Thompson et al., 2014).  These items are also “I think” statements to which 
participants respond using the five-point Likert scale.  These items address participants’ 
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support for mental health outreach, opinions regarding alternative routes through the 
criminal justice system for mentally ill offenders, and other factors that display 
understanding of the outward appearances and consequences of mental illness. 
 Each survey item (i.e. non-demographic) included in the survey was rated prior to 
administration of the instrument as either positively worded or negatively worded.  
Positively worded items are items for which a response of “Agree” or “Strongly Agree” 
would indicate a positive perception and a response of “Disagree” or “Strongly Disagree” 
would indicate a negative perception.  By the same token, negatively worded items are 
items for which a response of “Agree” or “Strongly Agree” would indicate a negative 
perception and a response of “Disagree” or “Strongly Disagree” would indicate a positive 
perception.  For one measure later calculated, summated scale scores, each negatively 
worded item was reverse-coded to make each scale and subscale cohesive. 
 Fourteen demographic questions are included in the survey (Thompson et al., 
2014).  Most of these items are traditional demographic questions regarding age, sex, 
race/ethnicity, religious identification, political ideology, education, etc.  Two items 
relate to personal experience with immediate and extended family members with mental 
illness.  The survey ends with one open-ended question regarding participants’ thoughts 
on mental illness and defendants with mental illness.  The demographic information 
collected on this survey includes: 
 Race/Ethnicity 
 Religious Denomination 
 Sex 
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 Age 
 Number of years lived in Mississippi 
 Political ideology 
 Major area of study 
 Minor area of study 
 Number of college credit hours completed 
 Where participant grew up 
 Junior college attendance 
Pre-testing of the Instrument 
The survey instrument prepared for this study was pre-tested, first, by way of its 
administration in a previous study (Thompson et al., 2014).  However, the modified 
version of the instrument unique to this study was pre-tested by requesting that multiple 
experienced researchers review the final format of the instrument for spelling and 
grammatical errors, as well as proper wording of questions, formatting, etc.  The primary 
researcher from the original study also reviewed the instrument to check for oversights.  
The survey instrument for this study was formatted using the Qualtrics website 
(Qualtrics.com).  Qualtrics is a private company that assists researchers by hosting 
surveys and providing survey technology for formatting purposes.  An online survey 
format was deemed appropriate for this study because it provides ease of access for the 
target participant group and increases the assurance of anonymity. 
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Procedure 
Sampling Procedure 
 Participants for this study were selected as a sample of convenience.  Professors 
in the University of Southern Mississippi were asked to allow the researcher to visit their 
classes to request that undergraduate students participate in the online survey.  Students 
were given a slip of paper to remind them to participate later.  An email was also drafted 
and sent to the professors who allowed class visits for distribution to their students.  This 
email restated information about the researcher and the purpose and type of study being 
conducted and included a direct, anonymous link to the survey. 
Measures 
 A web-based survey was constructed for this study.  The survey instrument was 
primarily adapted from that used by Thompson et al. (2014).  The fifty-eight perception 
variables were statements to be rated on a five-point Likert-type scale, with a section of 
demographic questions and one open-ended question for participants to express any 
further views regarding mental illness or defendants with mental illness. 
Data Analysis Techniques 
 The analysis of data for this study incorporates univariate and bivariate analysis 
techniques, as well as qualitative data analysis for any comments provided for the open-
ended question.  The univariate analysis techniques will include frequency distributions 
and means, as well as reliability analyses (Chronbach’s Alpha Coefficient), and a 
calculation of summated scores (Thompson et al., 2014).  Bivariate analysis techniques 
will include Chi-Square analysis of the data.  The data from this survey will be compiled 
and compared with the data from the Thompson et al. (2014) study. 
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CHAPTER IV – DATA ANALYSES 
 A variety of statistical techniques were used to analyze the survey data generated 
in this study.  There were three general research questions, which asked  
 To what extent do students display stigmatic or negative perceptions of mentally 
ill defendants in the criminal justice system? 
 To what extent do students support alternative programs to incarceration for 
mentally ill defendants in the criminal justice system? 
 To what extent are certain (e.g. demographic) variables related to perceptions that 
students hold of mentally ill offenders in the criminal justice system? 
Two cases of data contained responses to demographic variables but not to survey items.  
Some items lacked a small number of responses, but no pattern of missing data emerged. 
Demographic Profile 
Table 1 presents the demographic profile for the 146 participants included in this 
study. 
Table 1  
Demographic Profile of Participants 
Demographic 
Characteristic 
Participant Group n (valid %) 
Race 
White/Caucasian 
Black 
Other 
67 (45.9%) 
66 (45.2%) 
11 (6.2%) 
Mean Age 24.3 Years  
Sex 
Female 
Male 
112 (76.7%) 
34 (23.3%) 
Religious 
Identification 
Baptist 
Catholic 
Methodist 
Other 
78 (53.4%) 
17 (11.6%) 
12 (8.2%) 
39 (26.7%) 
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Political Ideology 
Democrat 
Republican 
Other 
74 (52.8%) 
42 (29.2%) 
28 (18.1%) 
Major Area of Study 
Social Work 
Criminal Justice / 
Forensic Science 
Medical Laboratory 
Science 
55 (37.9%) 
53 (35.6%) 
37 (25.5%) 
Mean Credit Hours 
Completed 
85 Hours  
Student 
Classification 
Undergraduate 
Graduate 
112 (76.6%) 
34 (23.4%) 
Attended 
Junior/Community 
College 
Yes 
No 
74 (51.4%) 
70 (48.6%) 
Mean Years as 
Mississippi Resident 
17.7 Years  
Source of MI 
Information* 
Coursework 
News 
Television and 
Movies 
Personal Experience 
Other 
82 (55.3%) 
83 (55.3%) 
70 (46.7%) 
48 (36.7%) 
21 (13.3%) 
Perceived Accuracy 
of Sources 
Accurate to Very 
Accurate 
No Opinion 
Inaccurate to Very 
Inaccurate 
63 (43.7%) 
49 (34.0%) 
32 (22.2%) 
 
*Note: Percent total exceeds 100% because participants were able to select multiple options. 
 The demographic profile displayed above indicates that the participants were a 
nearly even split between non-white and white and overwhelmingly female, with a mean 
age of 24.3.  Over half identified as Baptist and Democrat.  There was a fairly equal split 
of major area of study, with the majority groups being Criminal Justice/Forensic Science, 
Social Work, and Medical Laboratory Science, because the classes visited were in those 
three areas of study.  The majority of participants were undergraduates, with a mean 
credit hour attainment of 85 hours, and about half had previously attended junior college 
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or community college.  The average time as a Mississippi resident was 17.7 years.  Over 
half of the participants received their information about mental illness from news sources 
and coursework, with slightly less than half also gaining information from TV and 
movies.  Perceived accuracy of sources of information about mental illness was fairly 
high, with nearly half of participants believing their sources to be accurate.  The majority 
of participants reported no mental illness in their immediate or extended families, and 
most had never sought mental health treatment themselves. 
Descriptive Statistics 
ATMIO Subscales 
Negative Stereotypes.  Results for items included in the ATMIO Negative 
Stereotypes subscale are examined in Table 2.  One item was altered from its original in 
the Thompson et al. (2014) study to substitute the words “harsh punishment” for “brute 
force.”  That change has been retained for the current study. 
Table 2  
Descriptive Results of ATMIO Negative Stereotypes Subscale 
Wording of 
Survey 
Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
Mentally ill 
offenders 
are always 
trying to get 
something 
out of 
somebody. 
(-) 
32 (22.4) 71 (49.7) 27 (18.9) 10 (7.0) 3 (2.1) 
Mentally ill 
offenders 
respect only 
harsh 
36 (25.2) 67 (46.9) 32 (22.4) 5 (3.5) 3 (2.1) 
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punishment. 
(-) 
It doesn’t 
pay to give 
privileges to 
mentally ill 
offenders 
because 
they only 
take 
advantage 
of them. (-) 
29 (20.1)                     68 (47.2) 39 (27.1) 6 (4.2) 2 (1.4) 
For 
mentally ill 
offenders, 
preventing 
escape is 
more 
important 
than the 
treatment 
for their 
mental 
illness. (-) 
32 (22.2) 66 (45.8) 31 (21.5) 14 (9.7) 1 (0.7) 
If mentally 
ill offenders 
had simply 
used 
willpower, 
they 
wouldn’t be 
in trouble in 
the first 
place. (-) 
22 (15.4) 75 (52.4) 33 (23.1) 13 (9.1) 0 (0) 
Physical 
punishment 
of mentally 
ill offenders 
is 
occasionally 
necessary.  
(-) 
35 (24.3) 50 (34.7) 34 (23.6) 25 (17.4) 0 (0) 
Most 
mentally ill 
offenders 
31 (21.7) 72 (50.3) 23 (16.1) 16 (11.2) 1 (0.7) 
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should be in 
prison rather 
than a 
hospital. (-) 
If you give a 
mentally ill 
offender an 
inch, he or 
she will 
want to take 
a mile. (-) 
20 (14.0) 72 (50.3) 31 (21.7) 16 (11.2) 4 (2.8) 
 
 Each of the items included on the ATMIO Negative Stereotypes subscale is 
worded to reflect a negative connotation.  Thus, each response of “disagree” or “strongly 
disagree” actually reflects a disagreement with the negative stereotype and a positive 
attitude of the participant toward mentally ill offenders.  A general observation of the 
data in Table 2 indicates that responses to these items reflected a generally positive 
attitude toward mentally ill offenders, the opposite of the expected direction of the 
results.  Even at the lowest frequency of collective disagreement, 59% of participants 
disagreed with the statement, “Physical punishment of mentally ill offenders is 
occasionally necessary.”  By contrast, only 10.4% agreed that “preventing escape is more 
important than treatment for [their] mental illness.”  Only 11.4% agreed or strongly 
agreed with the statement, “Most mentally ill offenders should be in prison rather than a 
hospital.” 
Community Risk.  Table 3 displays the descriptive statistics associated with the 
ATMIO Community Risk subscale. 
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Table 3  
Descriptive Results of ATMIO Community Risk Subscale 
Wording of 
Survey 
Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
You should 
be 
constantly 
on guard 
with 
mentally ill 
offenders.  
(-) 
1 (0.7) 28 (19.4) 24 (16.7) 73 (50.7) 18 (12.5) 
If a 
mentally ill 
offender 
does well in 
prison, he or 
she should 
be let out on 
parole. (+) 
6 (4.2) 32 (22.2) 54 (37.5) 43 (29.9) 9 (6.3) 
Only a few 
of the 
mentally ill 
offenders 
are 
dangerous. 
(+) 
13 (9.1) 33 (23.1) 44 (30.8) 43 (30.1) 10 (7.0) 
Mentally ill 
offenders 
should have 
the same 
rights as any 
other 
person. (+) 
3 (2.1) 16 (11.1) 17 (11.8) 68 (47.2) 40 (27.8) 
 
The Community Risk subscale of the ATMIO assesses the risk participants feel 
mentally ill offenders pose to their communities.  One of the four items, “You should be 
constantly on guard with mentally ill offenders,” is negatively worded, meaning that a 
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response of “Agree” or “Strongly Agree” reflects a negative perception.  This negatively 
worded item actually had a strong response, with 63.2% of participants either agreeing or 
strongly agreeing.  However, the other items, which were positively worded, reflected a 
more accepting attitude toward mentally ill offenders.  The item “If a mentally ill 
offender does well in prison, he or she should be let out on parole” yielded 36.2% 
agreement, and “Only a few of the mentally ill offenders are dangerous” 37.1%.  The 
strongest positive response was to the item “Mentally ill offender should have the same 
rights as any other person,” with 75% of participants either agreeing or strongly agreeing.   
Rehabilitation/Compassion  Descriptive statistics associated with the ATMIO 
Rehabilitation/Compassion subscale are displayed in Table 4.  Four of these five items 
were positively worded. 
Table 4  
Descriptive Results of ATMIO Rehabilitation/Compassion Subscale 
Wording of 
Survey Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
Mentally ill 
offenders 
need affection 
and praise just 
like anybody 
else. (+) 
5 (3.5) 10 (6.9) 23 (16.0) 77 (53.5) 29 (20.1) 
Trying to 
rehabilitate 
mentally ill 
offenders is a 
waste of time 
and money.   
(-) 
60 (41.7) 60 (41.7) 14 (9.7) 7 (4.9) 3 (2.1) 
Mentally ill 
offenders 
deserve a 
2 (1.4) 10 (6.9) 27 (18.8) 83 (57.6) 22 (15.3) 
 40 
second 
chance. (+) 
Mentally ill 
offenders can 
be 
rehabilitated. 
(+) 
4 (2.8) 18 (12.5) 38 (26.4) 72 (50.0) 12 (8.3) 
Mentally ill 
offenders 
deserve to be 
helped. (+) 
1 (0.7) 4 (2.8) 11 (7.6) 67 (46.5) 61 (42.4) 
 
The results in Table 4 suggest a positive general attitude toward mentally ill 
offenders.  A majority, 83.4%, of participants either disagreed or strongly disagreed with 
the single negatively worded item, “Trying to rehabilitate mentally ill offenders is a waste 
of time and money.”  The most positive response was to the item, “Mentally ill offenders 
deserve to be helped,” with 88.9% of participants in combined agreement.  The item 
“Mentally ill offenders can be rehabilitated” yielded 58.3% collective agreement. 
Diminished Responsibility.  These three positively worded survey items from the 
ATMIO Diminished Responsibility subscale are found in Table 5. 
Table 5  
Descriptive Results of ATMIO Diminished Responsibility Subscale 
Wording of 
Survey 
Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
Mentally ill 
offenders 
don’t fully 
understand 
their crimes. 
(+) 
6 (4.2) 53 (36.8) 17 (11.8) 65 (45.1) 3 (2.1) 
Mentally ill 
offenders 
are not 
completely 
7 (4.9) 54 (37.5) 31 (21.5) 48 (33.3) 4 (2.8) 
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responsible 
for their 
crimes. (+) 
Despite 
their crimes, 
mentally ill 
offenders 
deserve 
sympathy. 
(+) 
8 (5.6) 29 (20.3) 43 (30.1) 55 (38.5) 8 (5.6) 
 
Participant responses to these three items were less cohesive than those obtained 
for previous subscales.  For example, 47.2% collectively agreed that “Mentally ill 
offenders don’t fully understand their crimes,” while 41.0% collectively disagreed.  Only 
44.1% of participants agreed that “mentally ill offenders deserve sympathy.”  Participants 
who disagreed with the statement, “Mentally ill offenders are not completely responsible 
for their crimes,” (42.4%) outweighed those who agreed (36.1%).   
CAMI Subscales 
The CAMI Scale is divided into four subscales for purposes of this study:  
Authoritarianism, Benevolence, Community Mental Health Ideology, and Social 
Restrictiveness.  The survey responses are provided in the tables below. 
Authoritarianism.  Seven items from the CAMI Authoritarianism subscale were included 
in this study.  Four were negatively worded, three positively worded. 
Table 6  
Descriptive Results of CAMI Authoritarianism Subscale 
Wording of 
Survey 
Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
As soon as a 
person 
shows signs 
13 (9.0) 65 (45.1) 25 (17.4) 35 (24.3) 6 (4.2) 
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of mental 
disturbance, 
he should be 
hospitalized. 
(-) 
Mental 
Illness is an 
illness just 
like any 
other. (+) 
4 (2.8) 29 (20.4) 21 (14.8) 59 (41.5) 29 (20.4) 
Mentally ill 
patients 
need the 
same kind 
of control 
and 
discipline as 
a young 
child. (-) 
10 (6.9) 37 (25.7) 50 (34.7) 43 (29.9) 4 (2.8) 
The 
mentally ill 
should not 
be treated as 
outcasts of 
society. (+) 
5 (3.5) 5 (3.5) 12 (8.5) 78 (54.9) 42 (29.6) 
The best 
way to 
handle the 
mentally ill 
is to keep 
them behind 
locked 
doors. (-) 
60 (42.6) 59 (41.8) 18 (12.8) 4 (2.8) 0 (0) 
Mental 
hospitals are 
an effective 
means of 
treating the 
mentally ill. 
(-) 
4 (2.8) 21 (14.8) 57 (40.1) 52 (36.6) 8 (5.6) 
Virtually 
anyone can 
become 
mentally ill. 
(+) 
2 (1.4) 7 (4.9) 30 (21.0) 66 (46.2) 38 (26.6) 
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 The positively worded items on this subscale all indicate a positive direction in 
attitudes.  The negatively worded items, however, were less consistent.  Two revealed 
clear positive directions.  Participants who collectively disagreed with the statement, “As 
soon as a person shows signs of mental illness, he should be hospitalized” accounted for 
54.1% of responses.  An even greater number, 84.4%, disagreed that the mentally ill 
should be kept “behind locked doors.”  The survey item, “Mentally ill patients need the 
same kind of control and discipline as a young child,” yielded an unclear result, with 
32.6% agreeing, 34.7% having no opinion, and 32.7% disagreeing.  The only negative 
view displayed on this subscale was a 42.2% agreement with the statement, “Mental 
hospitals are an effective means of treating the mentally ill.” 
Benevolence  Responses to the nine items from the CAMI Benevolence subscale 
are presented in Table 7.  Five were positively worded, four negatively worded. 
Table 7  
Descriptive Results of CAMI Benevolence Subscale 
Wording of 
Survey 
Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
More tax 
money 
should be 
spent on the 
care and 
treatment of 
the mentally 
ill. (+) 
5 (3.5) 21 (14.6) 45 (31.3) 51 (35.4) 22 (15.3) 
The 
mentally ill 
are a burden 
on the 
criminal 
justice 
24 (17.1) 54 (38.6) 36 (25.7) 25 (17.9) 0 (0) 
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system. (-) 
The 
mentally ill 
have been 
the subject 
of ridicule 
for too long. 
(+) 
3 (2.1) 11 (7.7) 35 (24.5) 69 (48.3) 25 (17.5) 
Increased 
spending on 
mental 
health 
services is a 
waste of tax 
dollars. (-) 
39 (27.1) 66 (45.8) 26 (18.1) 10 (6.9) 3 (2.1) 
We need to 
adopt a far 
more 
tolerant 
attitude 
toward the 
mentally ill 
in our 
society. (+) 
1 (0.7) 9 (6.3) 24 (16.8) 82 (57.3) 27 (18.9) 
There are 
sufficient 
existing 
services for 
the mentally 
ill. (-) 
18 (12.7) 51 (35.9) 39 (27.5) 29 (20.4) 5 (3.5) 
Our mental 
hospitals 
seem more 
like prisons 
than places 
where the 
mentally ill 
can be cared 
for. (+) 
4 (2.8) 22 (15.4) 48 (33.6) 56 (39.2) 13 (9.1) 
The 
mentally ill 
do not 
deserve our 
sympathy.  
(-) 
50 (35.5) 64 (45.4) 18 (12.8) 6 (4.3) 3 (2.1) 
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We have a 
responsibilit
y to provide 
the best 
possible 
care for the 
mentally ill. 
(+) 
1 (0.7) 2 (1.4) 20 (14.0) 74 (51.7) 46 (32.2) 
 
Each individual item on the Benevolence subscale reveals that the majority of 
participants displayed a positive attitude toward mentally ill offenders.  The two lowest 
positive items were, “There are sufficient existing services for the mentally ill” (48.6% 
collective disagreement) and “Our mental hospitals seem more like prisons than places 
where the mentally ill can be cared for” (48.3% collective agreement).  The strongest 
positive responses were to the items, “The mentally ill do not deserve our sympathy” 
(80.9% collectively disagreed) and “We have a responsibility to provide the best possible 
care for the mentally ill” (83.9% collectively agreed). 
Community Mental Health Ideology.  Responses to two positively worded items 
from the CAMI Community Mental Health Ideology subscale are presented in Table 8 
below.   
Table 8  
Descriptive Results of CAMI Community Mental Health Ideology Subscale 
Wording of 
Survey 
Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
The best 
therapy for 
many 
mentally ill 
patients is to 
be part of a 
normal 
6 (4.2) 17 (11.8) 32 (22.2) 78 (54.2) 11 (7.6) 
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community. 
(+) 
Where 
possible, 
mental 
health 
services 
should be 
provided 
through 
community-
based 
facilities. 
(+) 
1 (0.7) 4 (2.8) 24 (16.7) 75 (52.1) 40 (27.8) 
 
 Both Community Mental Health Ideology subscale items measured a positive 
attitude from participants.  In fact, for both items, the number of “No Opinion” responses 
was higher than the “Disagree” and “Strongly Disagree” responses combined.  Over half 
of participants collectively agreed with the statement “The best therapy for many 
mentally ill patients is to be part of a normal community” (61.8%).  Over three quarters 
of participants collectively agreed with the statement, “Where possible, mental health 
services should be provided through community-based facilities” (79.9%). 
Social Restrictiveness  Responses to four items from the CAMI Social Restrictiveness 
subscale are presented in Table 9.  Three were positively worded. 
Table 9  
Descriptive Results of CAMI Social Restrictiveness Subscale 
Wording of 
Survey 
Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
The 
mentally ill 
should not 
be isolated 
from the 
6 (4.2) 19 (13.2) 28 (19.4) 75 (52.1) 16 (11.1) 
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rest of the 
community. 
(+) 
The 
mentally ill 
are far less 
of a danger 
than people 
believe. (+) 
6 (4.2) 38 (26.4) 44 (30.6) 49 (34.0) 7 (4.9) 
The 
mentally ill 
should not 
be denied 
their 
individual 
rights. (+) 
5 (3.5) 8 (5.6) 12 (8.5) 71 (50.0) 46 (32.4) 
The 
mentally ill 
should not 
be given 
any 
responsibilit
y. (-) 
29 (20.3) 82 (57.3) 23 (16.1) 9 (6.3) 0 (0) 
 
 Every item but one yielded a result indicating positive attitudes.  The item, “The 
mentally ill are far less of a danger than people believe,” resulted in 30.6% collective 
disagreement and 38.9% agreement.  This result indicates a positive perception of 
mentally ill offenders.  However, the differences among agreement, no opinion, and 
disagreement are so slight that the groups are nearly equal. 
SSMIS 
 Responses to nine items from the Agreement subscale of the Self Stigma Mental 
Illness Scale are presented in Table 10.  Each of the included items is negatively worded. 
 
 
 48 
Table 10  
Descriptive Results of SSMIS 
Wording of 
Survey 
Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
Most 
persons with 
mental 
illness are to 
blame for 
their 
problems.  
(-) 
30 (21.0) 78 (54.5) 20 (14.0) 15 (10.5) 0 (0) 
Most 
persons with 
mental 
illness are 
un-
predictable. 
(-) 
9 (6.3) 36 (25.2) 36 (25.2) 55 (38.5) 7 (4.9) 
Most 
persons with 
mental 
illness will 
not recover 
or get better. 
(-) 
22 (15.6) 72 (51.1) 32 (22.7) 13 (9.2) 2 (1.4) 
Most 
persons with 
mental 
illness are 
unable to 
get or keep 
a regular 
job. (-) 
19 (13.3) 50 (35.0) 39 (27.3) 31 (21.7) 4 (2.8) 
Most 
persons with 
mental 
illness are 
dirty and 
unkempt. (-) 
46 (32.2) 70 (49.0) 23 (16.1) 3 (2.1) 1 (0.7) 
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Most 
persons with 
mental 
illness are 
dangerous. 
(-) 
29 (20.4) 66 (46.5) 31 (21.8) 13 (9.2) 3 (2.1) 
Most 
persons with 
mental 
illness 
cannot be 
trusted. (-) 
29 (20.3) 66 (46.2) 29 (20.3) 17 (11.9) 2 (1.4) 
Most 
persons with 
mental 
illness have 
below-
average 
intelligence. 
(-) 
36 (25.4) 70 (49.3) 27 (19.0) 8 (5.6) 1 (0.7) 
Most 
persons with 
mental 
illness are 
unable to 
take care of 
themselves. 
(-) 
30 (21.0) 63 (44.1) 27 (18.9) 23 (16.1) 0 (0) 
 
 Only one of the nine items included from the SSMIS suggested a negative attitude 
toward the mentally ill on the part of participants.  More collectively agreed with the 
statement, “Most persons with mental illness are unpredictable,” (43.4%) than 
collectively disagreed (31.5%).  Every other item resulted in a positive trend. 
Originally Conceived Items 
 The survey used for this study also contained seven originally conceived items, 
which are presented in Table 11.  Five of the seven included items were worded 
positively. 
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Table 11  
Descriptive Results of Originally Conceived Items 
Wording of 
Survey 
Item: 
Strongly 
Disagree 
n (valid %) 
Disagree 
n (valid %) 
No 
Opinion 
n (valid %) 
Agree 
n (valid %) 
Strongly 
Agree 
n (valid %) 
Mississippi 
needs more 
mental 
health 
services. (+) 
0 (0) 4 (2.8) 25 (17.5) 63 (44.1) 51 (35.7) 
I am able to 
recognize 
individuals 
with mental 
illness. (-) 
7 (4.9) 35 (24.6) 38 (26.8) 54 (38.0) 8 (5.6) 
I support 
diversion 
from jail 
and/or 
prison for 
offenders 
with mental 
illness. (+) 
2 (1.4) 14 (9.9) 62 (43.7) 51 (35.9) 13 (9.2) 
Defendants 
with mental 
illness are 
more 
violence 
prone than 
defendants 
without 
mental 
illness. (-) 
15 (10.6) 58 (41.1) 44 (31.2) 21 (14.9) 3 (2.1) 
I am 
supportive 
of mental 
health 
courts. (+) 
0 (0) 5 (3.5) 44 (31.0) 71 (50.0) 22 (15.5) 
I believe 
mental 
illness can 
be a 
mitigating 
2 (1.4) 5 (3.6) 46 (32.9) 71 (50.7) 16 (11.4) 
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factor in 
criminal 
cases. (+) 
It is 
important to 
refer to the 
Diagnostic 
Statistics 
Manual 
(DSM) 
when 
adjudicating 
cases 
involving 
defendants 
with mental 
illness. (+) 
2 (1.4) 2 (1.4) 29 (20.6) 65 (46.1) 43 (30.5) 
 
 Results indicated one generally negative attitude among the originally conceived 
items, with 43.6% collectively agreeing that they would be “able to recognize individuals 
with mental illness.”  However, every other original item yielded a positive result.  
Nearly 80% agreed or strongly agreed that “Mississippi needs more mental health 
services,” and that “It is important to refer to the Diagnostic Statistics Manual (DSM) 
when adjudicating cases involving defendants with mental illness.”  Despite the generally 
positive attitude displayed throughout most of the survey, less than one half (45.1%) of 
all participants expressed support for diversion in cases involving mentally ill offenders. 
Experiential Items 
 Three experiential items related to participants’ personal experience with mental 
illness are displayed in Table 12.   
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Table 12  
Descriptive Results of Experiential Items 
Wording of Survey Item 
Yes 
n (valid %) 
No 
n (valid %) 
Diagnosed MI in Immediate Family 39 (27.3) 104 (72.7) 
Diagnosed MI in Extended Family 61 (42.4) 83 (57.6) 
Sought Mental Health Care 38 (26.4) 106 (73.6) 
 
Less than one third of participants reported having immediate family members 
diagnosed with mental illness (27.3%).  Similarly, 26.4% reported seeking mental health 
treatment themselves.  However, over 40% reported having an extended family member 
diagnosed with mental illness.   
Reliability Analysis 
The survey was evaluated, as a whole and as each individual subscale, to 
determine its reliability.  The results of this analysis are displayed in Table 13.  
Chronbach’s Alpha was calculated for each scale to determine the internal consistency of 
each scale, or how well each scale measures what it is intended to measure.  Chronbach’s 
Alpha is a measure of internal consistency, or how related a set of items are as a group, 
and is used as a measure of scale reliability.  A Chronbach’s Alpha Coefficient of .70 is 
acceptable for this type of research. 
Table 13  
Reliability Analysis 
Scale/Subscale 
Reliability 
Rating 
Full Instrument (58 items) .931*** 
Adapted ATMIO scale (20 items) .833** 
Positive Stereotypes subscale (8 items) .812** 
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Community Risk subscale (4 items) .579 
Rehabilitation/Compassion subscale (5 items) .707* 
Diminished Responsibility subscale (3 items) .594 
Adapted CAMI scale (22 items) .857 
Anti-Authoritarianism subscale (7 items) .544 
Benevolence subscale (9 items) .743* 
Community Mental Health Ideology subscale (2 items) .417 
Anti-Social Restrictiveness subscale (4 items) .549 
Adapted SSMIS Agreement subscale (9 items) .873** 
Originally Conceived Items (9 items) .371 
 
 The results in Table 12 above indicate that, of the 13 total subscales evaluated, 
eight had a Chronbach’s Alpha Coefficient of .70 or higher.  In fact, the highest reliability 
coefficient was for the full instrument, which had a Chronbach’s alpha of .931.  The 
highest subsequent reliability ratings were for the established scales, the SSMIS (.873), 
the CAMI (.857), and the ATMIO (.833).  Of the five subscales that did not achieve the 
minimum acceptable Chronbach’s alpha of .70 or greater, four were part of the three 
established scales but contained only a small number of items.  The Originally Conceived 
Items included 9 items, but that scale was not developed from an established instrument. 
Summated Scale Scores 
 In order to assess the general attitudes reported by participants, summated scale 
scores were calculated for each scale and subscale, as well as for the instrument as a 
whole.  Before this analysis could be conducted a fundamental methodological issue had 
to be addressed.  Several items included in the instrument were “negatively” worded.  
Agreement with a negatively worded item would reflect a negative perception, while 
disagreement would reflect a positive perception.  Each negatively worded item on the 
instrument was reverse-coded to provide consistency in the evaluation of summated scale 
scores.  Summated scale scores were then calculated for each scale and subscale, using 
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the adapted scales with reverse-coded items.  The results of this analysis are shown in 
Table 14 below. 
Table 14  
Summated Scale Scores 
Scale/Subscale 
Summated 
Score 
Full Instrument (58 items) 3.60 
Adapted ATMIO scale (20 items) 3.56 
Positive Stereotypes subscale (8 items) 3.77 
Community Risk subscale (4 items) 3.12 
Rehabilitation/Compassion subscale (5 items) 3.90 
Diminished Responsibility subscale (3 items) 3.05 
Adapted CAMI scale (22 items) 3.67 
Anti-Authoritarianism subscale (7 items) 3.55 
Benevolence subscale (9 items) 3.71 
Community Mental Health Ideology subscale (2 items) 3.76 
Anti-Social Restrictiveness subscale (4 items) 3.64 
Adapted SSMIS Agreement subscale (9 items) 3.67 
Originally Conceived Items (7 items) 3.49 
 
The results displayed in Table 14 above can be used to determine the general 
attitude reflected on each scale and subscale.  The responses for each portion of the 
instrument were averaged to produce this information.  With the reverse-coding in the 
adapted scales, an answer of 1 would correlate with a response of “strongly disagree” and 
would indicate the most judgmental or negative attitude toward mentally ill offenders.  
Similarly, a response of 5 would correlated to “strongly disagree” and would indicate the 
highest level of positivity or acceptance.   
 The summated score for the full instrument is 3.60, indicating a general positive 
trend to the responses.  In fact, every subscale falls on the higher side of neutral, even 
slightly, meaning each individual portion of the survey yielded a positive perception 
response.  The highest summated score, and thus the most positive overall response, was 
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for the Rehabilitation/Compassion subscale of the ATMIO.  The lowest, though still 
positive, summated score was for the Diminished Responsibility subscale of the ATMIO, 
which was 3.05.   
Bivariate Analyses 
 Bivariate analyses were also conducted to assess the extent to which certain 
demographic variables are statistically related to survey items.  To assess cross tabulation 
for the bivariate analyses, the Likert scale responses to the survey items were collapsed 
from 5 responses to 3.  “Strongly Agree” and “Agree” were collapsed to “Collectively 
Agree.”  Similarly, “Strongly Disagree” and “Disagree” were collapsed to “Collectively 
Disagree.”  The collapsed data were then analyzed using chi-square analysis.  In addition 
to the foregoing descriptive results, reliability analyses and calculation of summated 
scores, a series of bivariate analyses were conducted. Of particular interest was 
determining if there were any statistically significant (i.e., “real”) relationships between 
the demographic and experiential variables and the patterns of response for all 60 Likert-
type survey items. Recalling that all survey items were based upon a five-point 
continuum, the categories of “strongly disagree” and “disagree” were collapsed/combined 
into a new category labeled as “collectively disagree.” The response categories of 
“strongly agree” and “agree” were collapsed/combined into a new category labeled as 
“collectively agree.” No changes were applied to the “no opinion” response category. 
These newly created categories, in combination with the categorical nature of the 
demographic items, lend themselves to chi-square analysis. In reporting the results that 
follow, chi-square analysis tests the null hypothesis that two categorical variables are 
statistically independent or unrelated to one another. To test this null hypothesis, 
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observed and expected cell frequencies are computed. To the extent that these values 
differ from one another, it becomes possible to determine if the two variables are 
independent/unrelated or, instead, statistically dependent/related to one another. Because 
the obtained chi-square coefficient has no direct or intuitive interpretation, all that can be 
said is that as values grow larger, so too does the likelihood of rejecting the null 
hypothesis of independence. Stated differently, the greater the difference between 
observed and expected cell frequencies, the larger the resulting chi-square coefficient. A 
sufficiently large chi-square coefficient allows for the conclusion that the two categorical 
variables of interest are statistically dependent/related to one another.  
 The results from the Chi-square analysis displayed in Table 15 revealed that the 
demographic variable “sex” shared a statistically significant relationship with 13 survey 
items.   
Table 15  
Bivariate Analysis of Sex 
Wording of 
Survey Item 
Sex 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
Mentally ill 
offenders 
don’t fully 
understand 
their crime. 
Male 6 (14) 6 (4) 22 (16) 
.006 
Female 53 (45) 11 (13) 46 (52) 
Most 
mentally ill 
offenders 
can be 
rehabilitated
. 
Male 8 (5) 13 (9) 13 (20) 
.024 
Female 14 (17) 25 (29) 71 (64) 
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If you give a 
mentally ill 
offender an 
inch, he or 
she will 
want to take 
a mile. 
Male 16 (21) 12 (7) 5 (5) 
.050 
Female 76 (71) 19 (24) 15 (15) 
Most 
mentally ill 
offenders 
should be in 
prison rather 
than a 
hospital. 
Male 24 (25) 9 (6) 1 (4) 
.050 
Female 79 (79) 14 (18) 16 (13) 
As soon as a 
person 
shows signs 
of mental 
disturbance, 
he should be 
hospitalized. 
Male 11 (18) 13 (6) 10 (10) 
.001 
Female 67 (57) 12 (19) 31 (31) 
The best 
therapy for 
many 
mentally ill 
patients is to 
be part of a 
normal 
community. 
Male 10 (5) 8 (8) 16 (21) 
.036 
Female 13 (18) 24 (24) 73 (68) 
Mental 
illness is an 
illness like 
any other. 
Male 14 (8) 8 (5) 12 (21) 
.001 
Female 19 (25) 13 (16) 76 (67) 
The 
mentally ill 
are a burden 
on the 
criminal 
justice 
system. 
Male 12 (18) 12 (9) 9 (6) 
.038 
Female 66 (60) 24 (28) 17 (20) 
Increased 
spending on 
mental 
Male 17 (25) 13 (6) 4 (3) .001 
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health 
services is a 
waste of tax 
dollars. 
Female 88 (80) 13 (20) 13 (13) 
Most 
persons with 
mental 
illness are to 
blame for 
their 
problems. 
Male 24 (26) 9 (5) 1 (4) 
.023 
Female 84 (82) 20 (20) 15 (15) 
Most 
persons with 
mental 
illness will 
not recover 
or get better. 
Male 16 (23) 15 (8) 3 (4) 
.003 
Female 78 (71) 17 (24) 12 (11) 
Most 
persons with 
mental 
illness are 
unable to 
take care of 
themselves. 
Male 19 (21) 12 (6) 3 (6) 
.015 
Female 74 (71) 15 (21) 20 (18) 
Mississippi 
needs more 
mental 
health 
resources. 
Male 3 (1) 9 (6) 22 (27) 
.010 
Female 1 (3) 16 (19) 92 (87) 
 
FO (fe) indicates Frequency Observed (frequency expected). 
 Chi-square analysis revealed that the demographic variable “sex” shared 
statistically significant relationships with items included in the survey.  Females were 
more likely than males to disagree that “Mentally ill offenders don’t fully understand 
their crime,” and to agree that, “Most mentally ill offenders can be rehabilitated.”  
Females also tended to collectively disagree that individuals showing signs of mental 
illness “should be hospitalized” and to collectively agree with the statement, “The best 
therapy for many mentally ill patients is to be part of a normal community.”  Females 
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also tended to collectively agree with the items, “Mental illness is an illness like any 
other,” and “Mississippi needs more mental health resources.”  Females were more likely 
than males to collectively disagree with the items, “The mentally ill are a burden on the 
criminal justice system,” “Increased spending on mental health services is a waste of tax 
dollars,” “Most persons with mental illness are to blame for their problems,” and “Most 
persons with mental illness will not recover or get better.”  In general, female 
participants’ expressed attitudes were more accepting and tolerant than males’. 
 Bivariate analyses for the variable Race are displayed in Table 16 below. 
Table 16  
Bivariate Analysis of Race 
Wording of 
Survey Item 
Race 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
As soon as a 
person 
shows signs 
of mental 
disturbance, 
he should be 
hospitalized. 
White 45 (36) 11 (12) 10 (19) 
.002 
Other 33 (42) 14 (14) 31 (22) 
Where 
possible, 
mental 
health 
services 
should be 
provided 
through 
community-
based 
facilities. 
White 0 (2) 7 (11) 59 (53) 
.016 
Other 5 (3) 17 (13) 56 (62) 
There are 
sufficient 
White 43 (32) 12 (18) 10 (16) .001 
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existing 
services for 
the mentally 
ill. 
Other 26 (37) 27 (21) 24 (18) 
Most 
persons with 
mental 
illness have 
below-
average 
intelligence. 
White 54 (49) 10 (12) 1 (4) 
.042 
Other 52 (58) 17 (15) 8 (5) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
 The demographic variable “race” shared statistically significant relationships with 
four survey items.  White participants tended to report more positive views toward mental 
illness and mentally ill offenders.  White participants were more likely than participants 
of other races to collectively disagree with the items, “As soon as a person shows signs of 
mental disturbance, he should be hospitalized,”  “There are sufficient existing services for 
the mentally ill, and “Most persons with mental illness have below-average intelligence.”  
White participants were also more likely to collectively agree that, “Where possible, 
mental health services should be provided through community-based facilities.” 
 Bivariate analyses for the variable Age are displayed in Table 17 below. 
Table 17  
Bivariate Analysis of Age 
Wording of 
Survey Item 
Age 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
Mentally ill 
offenders 
don’t fully 
understand 
their crime. 
19 - 23 34 (35) 7 (11) 49 (44) 
.035 
24 + 18 (17) 10 (6) 17 (22) 
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Mentally ill 
offenders 
are always 
trying to get 
something 
out of 
somebody. 
19 - 23 60 (64) 22 (17) 7 (8) 
.039 
24 + 37 (33) 3 (8) 5 (4) 
Most 
mentally ill 
offenders 
can be 
rehabilitated
. 
19 - 23 20 (14) 24 (22) 46 (54) 
.003 
24 + 1 (7) 9 (11) 35 (27) 
If a 
mentally ill 
offender 
does well in 
prison, he or 
she should 
be let out on 
parole. 
19 - 23 30 (23) 31 (33) 29 (33) 
.019 
24 + 5 (12) 19 (17) 21 (17) 
For 
mentally ill 
offenders, 
preventing 
escape is 
more 
important 
than the 
treatment 
for their 
mental 
illness. 
19 - 23 55 (62) 22 (19) 13 (9) 
.014 
24 + 38 (31) 6 (9) 1 (5) 
Physical 
punishment 
of mentally 
ill offenders 
is 
occasionally 
necessary. 
19 - 23 48 (55) 23 (19) 19 (16) 
.045 
24 + 34 (27) 6 (10) 5 (8) 
More tax 
money 
should be 
19 - 23 22 (15) 30 (29) 38 (45) .002 
 62 
spent on the 
care and 
treatment of 
the mentally 
ill.   
24 + 1 (8) 14 (15) 30 (23) 
The 
mentally ill 
have been 
the subject 
of ridicule 
for too long.  
19 - 23 12 (9) 25 (21) 52 (58) 
.040 
24 + 2 (5) 7 (11) 36 (30) 
Increased 
spending on 
mental 
health 
services is a 
waste of tax 
dollars. 
19 - 23 59 (65) 20 (17) 11 (8) 
.027 
24 + 39 (33) 5 (8) 1 (4) 
 The 
mentally ill 
should not 
be denied 
their 
individual 
rights.   
19 - 23 6 (9) 11 (7) 71 (72) 
.018 
24 + 7 (4) 0 (4) 38 (37) 
Virtually 
anyone can 
become 
mentally ill. 
19 - 23 7 (5) 24 (19) 58 (64) 
.031 
24 + 1 (3) 5 (10) 39 (33) 
Most 
persons with 
mental 
illness are 
unpredictabl
e. 
19 - 23 19 (28) 23 (22) 47 (39) 
.001 
24 + 23 (14) 10 (11) 12 (20) 
Most 
persons with 
mental 
illness are 
dirty and 
unkempt. 
19 - 23 66 (72) 19 (15) 4 (3) 
.026 
24 + 42 (36) 3 (7) 0 (1) 
Most 
persons with 
19 - 23 52 (59) 23 (19) 13 (11) .027 
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mental 
illness are 
dangerous. 
24 + 37 (31) 5 (10) 3 (5) 
Most 
persons with 
mental 
illness 
cannot be 
trusted. 
19 - 23 52 (60) 22 (17) 15 (12) 
.010 
24 + 38 (30) 4 (9) 3 (6) 
I am 
supportive 
of mental 
health 
courts. 
19 - 23 4 (3) 19 (27) 65 (59) 
.006 
24 + 0 (1) 21 (14) 24 (30) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
 The variable “age” had a statistically significant relationship with 16 items.  
Younger participants (ages 19-23) expressed less positive views than older participants.  
Younger participants were more likely to believe that mentally ill offenders do not 
understand their crimes but also that mentally ill offender can be rehabilitated.  The 
younger group of participants were also more likely to agree that “preventing escape is 
more important than the treatment” and that “Physical punishment of mentally ill 
offenders is sometimes necessary.”  However, younger participants also collectively 
agreed that “If a mentally ill offender does well in prison, he or she should be let out on 
parole” and that “The mentally ill have been the subject of ridicule for too long.”  
Younger participants collectively disagreed with the item, “More tax money should be 
spent on the care and treatment of the mentally ill,” and to collectively agree with the 
item, “Increased spending on mental health services is a waste of tax dollars.”  Younger 
participants were less likely to collectively agree that “Virtually anyone can become 
mentally ill.”  Younger participants were more likely to collectively disagree that “Most 
persons with mental illness are dirty and unkempt.”  However, younger participants were 
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also more likely to collectively agree with the items, “Most persons with mental illness 
are dangerous,” and “Most persons with mental illness cannot be trusted.”  Younger 
participants were more likely to collectively agree with the statement, “I am supportive of 
mental health courts.” 
 Bivariate analyses for the variable Religious Identification are displayed in Table 
18 below. 
Table 18  
Bivariate Analysis of Religious Identification 
Wording of 
Survey Item 
Denominati
on 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
For 
mentally ill 
offenders, 
preventing 
escape is 
more 
important 
than the 
treatment 
for their 
mental 
illness. 
Baptist 43 (52) 22 (16) 11 (8) 
.008 
Other 55 (46) 9 (15) 4 (7) 
Most 
mentally ill 
offenders 
should be in 
prison rather 
than a 
hospital. 
Baptist 49 (54) 12 (12) 14 (9) 
.029 
Other 54 (49) 11 (11) 3 (8) 
More tax 
money 
should be 
Baptist 19 (14) 25 (24) 32 (39) .034 
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spent on the 
care and 
treatment of 
the mentally 
ill. 
Other 7 (12) 20 (21) 41 (35) 
The 
mentally ill 
are a burden 
on the 
criminal 
justice 
system. 
Baptist 35 (41) 19 (19) 19 (14) 
.045 
Other 43 (37) 17 (17) 7 (12) 
Mentally ill 
patients 
need the 
same kind 
of control 
and 
discipline as 
a young 
child. 
Baptist 21 (25) 23 (26) 32 (25) 
.037 
Other 26 (22) 27 (24) 15 (22) 
There are 
sufficient 
existing 
services for 
the mentally 
ill.  
Baptist 30 (37) 19 (21) 27 (18) 
.002 
Other 39 (32) 20 (18) 7 (16) 
Most 
persons with 
mental 
illness are to 
blame for 
their 
problems. 
Baptist 56 (57) 6 (11) 14 (8) 
.001 
Other 52 (51) 14 (9) 1 (7) 
Most 
persons with 
mental 
illness are 
dangerous. 
Baptist 43 (51) 20 (17) 13 (9) 
.011 
Other 52 (44) 11 (14) 3 (7) 
Mentally ill 
offenders 
are more 
violence 
Baptist 35 (39) 21 (23) 19 (13) .020 
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prone than 
offenders 
without 
mental 
illness. 
Other 38 (34) 23 (21) 5 (11) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
 Religious Identification was collapsed to two groups:  Baptist and Other.  This 
was done because participants identifying as Baptist made up a majority (53%) and 
because other identifications such as Catholic and Methodist accounted for small 
percentages of the participant group.  Methodologically, it made sense to collapse the 
participants into two groups, as the differences most likely to exist would be between the 
majority group (Baptist) and all other groups.  Bivariate analysis suggested that Baptist 
participants held generally negative views toward mentally ill offenders.  Baptist 
participants collectively agreed, more than participants of other religious, that 
“preventing escape is more important than the treatment,” that “Most mentally ill 
offenders should be in prison rather than a hospital,” and that, “There are sufficient 
existing services for the mentally ill.”  Baptist participants were also more likely to 
collectively agree with the statements, “The mentally ill are a burden on the criminal 
justice system,” “Mentally ill patients need the same kind of control and discipline as a 
young child,” and that mentally ill individuals are “dangerous” and “violence prone.”
 Bivariate analyses for the variable Political Ideology are displayed in Table 19 
below. 
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Table 19  
Bivariate Analysis of Political Ideology 
Wording of 
Survey Item 
Political 
Ideology 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
You should 
be 
constantly 
on guard 
with 
mentally ill 
offenders. 
Democrat 11 (15) 12 (13) 52 (47) 
.005 Republican 6 (9) 7 (7) 29 (26) 
Other 12 (5) 5 (4) 9 (16) 
Physical 
punishment 
of mentally 
ill offenders 
is 
occasionally 
necessary. 
Democrat 50 (44) 14 (18) 11 (13) 
.008 Republican 15 (25) 15 (10) 12 (7) 
Other 19 (15) 5 (6) 2 (5) 
Most 
mentally ill 
offenders 
should be in 
prison rather 
than a 
hospital. 
Democrat 56 (53) 6 (12) 12 (9) 
.005 Republican 26 (30) 14 (7) 2 (5) 
Other 20 (19) 3 (4) 3 (3) 
The best 
therapy for 
many 
mentally ill 
patients is to 
be part of a 
normal 
community.  
Democrat 12 (12) 20 (17) 43 (46) 
.041 Republican 7 (7) 12 (9) 23 (26) 
Other 4 (4) 0 (6) 22 (16) 
Most 
persons with 
mental 
illness will 
not recover 
or get better. 
Democrat 54 (49) 12 (17) 8 (8) 
.047 Republican 20 (27) 16 (9) 5 (4) 
Other 19 (17) 4 (6) 2 (3) 
Most 
persons with 
Democrat 53 (56) 15 (14) 7 (5) .014 
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mental 
illness have 
below-
average 
intelligence. 
Republican 27 (31) 12 (8) 2 (3) 
Other 25 (19) 0 (5) 0 (2) 
Most 
persons with 
mental 
illness are 
unable to 
take care of 
themselves. 
Democrat 47 (49) 14 (14) 14 (12) 
.020 Republican 22 (27) 12 (8) 8 (7) 
Other 23 (16) 1 (5) 1 (4) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
Participants who identified as democrats held generally positive beliefs about 
mentally ill offenders.  Democrats and Republicans collectively agreed that “You should 
be constantly on guard with mentally ill offenders.”  However, Democrats also 
collectively disagreed with the items, “Physical punishment of mentally ill offenders is 
occasionally necessary,” and, “Most mentally ill offenders should be in prison rather than 
a hospital.”  Democrats also collectively disagreed that “Most persons with mental illness 
will not recover or get better.”   
Bivariate analyses for the variable Student Classification are displayed in Table 
20 below. 
Table 20  
Bivariate Analysis of Student Classification 
Wording of 
Survey Item 
Student 
Class-
fiction 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
Most 
mentally ill 
offenders 
can be 
rehabilitated
. 
Under-
graduate 
21 (17) 31 (29) 58 (64) 
.023 
Graduate 1 (5) 7 (9) 26 (20) 
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Most 
mentally ill 
offenders 
should be in 
prison rather 
than a 
hospital. 
Under-
graduate 
79 (79) 14 (18) 16 (13) 
.050 
Graduate 24 (25) 9 (6) 1 (4) 
There are 
sufficient 
existing 
services for 
the mentally 
ill. 
Under-
graduate 
46 (53) 35 (30) 28 (26) 
.016 
Graduate 23 (16) 4 (9) 6 (8) 
Most 
persons with 
mental 
illness are 
unpredictabl
e. 
Under-
graduate 
28 (34) 26 (27) 55 (47) 
.005 
Graduate 17 (11) 10 (9) 7 (15) 
Most 
persons with 
mental 
illness are 
dirty and 
unkempt. 
Under-
graduate 
83 (88) 22 (18) 4 (3) 
.024 
Graduate 33 (28) 1 (6) 0 (1) 
Most 
persons with 
mental 
illness have 
below-
average 
intelligence.  
Under-
graduate 
73 (81) 26 (21) 9 (7) 
.003 
Graduate 33 (25) 1 (7) 0 (2) 
Most 
persons with 
mental 
illness are 
unable to 
take care of 
themselves. 
Under-
graduate 
63 (71) 25 (21) 21 (18) 
.005 
Graduate 30 (22) 2 (6) 2 (6) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
 Between undergraduates and graduate students, undergraduates tended to have 
less tolerant views regarding mentally ill offenders.  Undergraduates were more likely to 
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collectively disagree with the statement, “Most mentally ill offenders can be 
rehabilitated.”  Undergraduate participants were less likely to collectively disagree with 
the statements, “Most persons with mental illness are dirty and unkempt,” and, “Most 
persons with mental illness have below-average intelligence.”  Undergraduates were also 
more likely to collectively agree with the item, “Most persons with mental illness are 
unpredictable.” 
 Bivariate analyses for the variable College Experience are displayed in Table 21 
below. 
Table 21  
Bivariate Analysis of College Experience 
Wording of 
Survey Item 
Did you 
attend junior 
college or 
community 
college 
before 
coming to 
USM? 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
If you give a 
mentally ill 
offender an 
inch, he or 
she will 
want to take 
a mile. 
Yes 51 (48) 10 (16) 13 (10) 
.036 
No 41 (44) 21 (15) 7 (8) 
Mental 
illness is an 
illness like 
any other. 
Yes 23 (17) 8 (11) 41 (45) 
.035 
No 10 (16) 13 (10) 47 (43) 
Mississippi 
needs more 
mental 
health 
resources. 
Yes 1 (2) 7 (13) 66 (59) 
.014 
No 3 (2) 18 (12) 48 (55) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
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 Participants who attended junior college or community college were more likely 
than those who had not to collectively disagree with the statement, “If you give a 
mentally ill offender an inch, he or she will want to take a mile.”  Students who had 
attended junior or community college were also more likely to collectively disagree that 
“Mental illness is an illness like any other.”  Junior college attendees collectively agreed 
that “Mississippi needs more mental health resources.”   
 Bivariate analyses for the variable Major are displayed in Table 22 below. 
Table 22  
Bivariate Analysis of Major 
Wording of 
Survey Item 
Major 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
Most 
mentally ill 
offenders 
can be 
rehabilitated
. 
CJ/FSC 11 (8) 15 (14) 27 (31) 
.001 SW 4 (8) 7 (14) 43 (32) 
MLS 7 (6) 16 (10) 14 (22) 
If mentally 
ill offenders 
had simply 
used 
willpower 
they 
wouldn’t be 
in trouble in 
the first 
place. 
CJ/FSC 35 (36) 13 (12) 5 (5) 
.033 SW 44 (37) 8 (13) 2 (5) 
MLS 18 (25) 12 (8) 6 (3) 
Physical 
punishment 
of mentally 
ill offenders 
is 
occasionally 
necessary. 
CJ/FSC 22 (31) 15 (13) 16 (9) 
.000 SW 44 (32) 6 (13) 4 (9) 
MLS 19 (22) 13 (9) 5 (6) 
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More tax 
money 
should be 
spent on the 
care and 
treatment of 
the mentally 
ill.  
CJ/FSC 13 (10) 19 (17) 21 (27) 
.024 SW 8 (10) 10 (17) 36 (27) 
MLS 5 (7) 16 (12) 16 (19) 
Mental 
illness is an 
illness like 
any other.  
CJ/FSC 22 (12) 9 (8) 21 (32) 
.001 SW 7 (13) 6 (8) 41 (34) 
MLS 4 (8) 6 (5) 26 (22) 
The 
mentally ill 
are far less 
of a danger 
than most 
people 
believe. 
CJ/FSC 20 (16) 17 (16) 16 (21) 
.010 SW 11 (17) 12 (17) 31 (21) 
MLS 13 (11) 15 (11) 9 (14) 
The 
mentally ill 
have been 
the subject 
of ridicule 
for too long.  
CJ/FSC 10 (5) 15 (13) 28 (35) 
.027 SW 2 (5) 10 (13) 42 (36) 
MLS 2 (4) 10 (9) 24 (24) 
Increased 
spending on 
mental 
health 
services is a 
waste of tax 
dollars. 
CJ/FSC 33 (39) 12 (10) 8 (5) 
.013 SW 48 (40) 4 (10) 2 (5) 
MLS 24 (27) 10 (7) 3 (3) 
We need to 
adopt a far 
more 
tolerant 
attitude 
toward the 
mentally ill 
in our 
society.  
CJ/FSC 7 (4) 11 (9) 34 (40) 
.004 SW 1 (4) 3 (9) 50 (41) 
MLS 2 (3) 10 (6) 25 (28) 
The 
mentally ill 
should not 
CJ/FSC 5 (4) 4 (4) 43 (44) 
.010 
SW 1 (4) 1 (5) 52 (46) 
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be treated as 
outcasts of 
society.  
MLS 4 (3) 7 (3) 25 (30) 
There are 
sufficient 
existing 
services for 
the mentally 
ill. 
CJ/FSC 16 (25) 21 (14) 15 (13) 
.002 SW 32 (26) 6 (15) 15 (13) 
MLS 21 (18) 12 (10) 4 (9) 
We have a 
responsibilit
y to provide 
the best 
possible 
care for the 
mentally ill. 
CJ/FSC 2 (1) 9 (7) 41 (44) 
.005 SW 0 (1) 1 (8) 53 (45) 
MLS 1 (8) 10 (5) 26 (31) 
The 
mentally ill 
should not 
be given 
any 
responsibilit
y.  
CJ/FSC 36 (40) 11 (8) 5 (3) 
.022 SW 50 (42) 3 (9) 1 (3) 
MLS 25 (29) 9 (6) 3 (2) 
Virtually 
anyone can 
become 
mentally ill. 
CJ/FSC 8 (3) 15 (11) 29 (38) 
.000 SW 1 (3) 5 (11) 48 (40) 
MLS 0 (2) 10 (8) 27 (27) 
Most 
persons with 
mental 
illness are to 
blame for 
their 
problems. 
CJ/FSC 39 (39) 6 (7) 7 (6) 
.013 SW 47 (41) 3 (8) 4 (6) 
MLS 22 (28) 11 (5) 4 (4) 
Most 
persons with 
mental 
illness will 
not recover 
or get better. 
CJ/FSC 28 (34) 15 (12) 8 (5) 
.029 SW 44 (35) 6 (12) 3 (6) 
MLS 22 (25) 11 (8) 4 (4) 
Most 
persons with 
mental 
illness are 
unable to 
CJ/FSC 24 (25) 9 (14) 19 (13) 
.010 
SW 30 (26) 13 (15) 11 (13) 
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get or keep 
a regular 
job. 
MLS 15 (18) 17 (10) 5 (9) 
Most 
persons with 
mental 
illness 
cannot be 
trusted. 
CJ/FSC 29 (35) 12 (11) 11 (7) 
.013 SW 45 (36) 6 (11) 3 (7) 
MLS 21 (25) 11 (8) 5 (5) 
Mississippi 
needs more 
mental 
health 
resources. 
CJ/FSC 4 (2) 8 (9) 40 (42) 
.013 SW 0 (2) 6 (9) 48 (43) 
MLS 0 (1) 11 (7) 26 (30) 
Mentally ill 
offenders 
are more 
violence 
prone than 
offenders 
without 
mental 
illness. 
CJ/FSC 29 (27) 13 (16) 10 (9) 
.021 SW 33 (27) 14 (16) 5 (9) 
MLS 11 (20) 17 (12)  9(6) 
I am 
supportive 
of mental 
health 
courts. 
CJ/FSC 3 (2) 8 (16) 41 (34) 
.001 SW 0 (2) 16 (16) 37 (35) 
MLS 2 (1)  20 (12) 15 (24) 
I believe 
mental 
illness can 
be a 
mitigating 
factor in 
criminal 
cases. 
CJ/FSC 2 (3) 15 (17) 35 (32) 
.001 SW 0 (3) 13 (17) 40 (33) 
MLS 5 (2) 18 (12) 12 (22) 
It is 
important to 
refer to the 
Diagnostic 
Statistical 
Manual 
(DSM) 
when 
CJ/FSC 1 (2) 11 (11)  40 (40) 
.008 
SW 1 (2) 4 (11) 47 (40) 
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adjudicating 
cases 
involving 
mentally ill 
offenders. 
MLS 2 (1) 14 (8) 21 (29) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
 When separated by major, chi-square analysis revealed that a large number of 
statistically significant relationships exist with the survey items.  This analysis will focus 
on criminal justice students unless the observed response to an item is particularly 
unusual or large.  Criminal justice students and social work students were more likely to 
collectively agree that “Most mentally ill offenders can be rehabilitated” and that “mental 
illness can be a mitigating factor in criminal cases.”  Both criminal justice and social 
work majors were also more likely to collectively disagree that mentally ill offenders are 
“violence prone.”  However, there were few other similarities between criminal justice 
and social work students’ responses.   
 Criminal justice students’ responses were more negative compared to social work 
students.  Criminal justice students collectively agreed that “Physical punishment of 
mentally ill offenders is occasionally necessary” and that “persons with mental illness 
cannot be trusted.”  Criminal justice majors collectively disagreed with the items, 
“Mental illness is an illness like any other,” and, “The mentally ill are far less of a danger 
than most people believe.”   
 By comparison, social work students reported the most positive views toward 
mental illness and mentally ill offenders.  Social work majors were the most likely to 
collectively agree with the statement, “We have a responsibility to provide the best 
possible care for the mentally ill.”  Social work students also collectively agreed that “We 
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need to adopt a far more tolerant attitude toward the mentally ill in our society” and that 
“Virtually anyone can become mentally ill.”  Students in the social work major more 
often than other majors collectively disagreed with the item, “Most persons with mental 
illness will not recover or get better.” 
 Bivariate analyses for the variable Perceived Accuracy of Sources are displayed 
in Table 23 below. 
Table 23  
Bivariate Analysis of Perceived Accuracy of Sources 
Wording of 
Survey Item 
How 
accurate do 
you believe 
depictions 
to be? 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
Mentally ill 
offenders 
are always 
trying to get 
something 
out of 
somebody.  
Inaccurate 28 (23) 3 (6) 1 (3) 
.010 No Opinion 30 (35) 16 (9) 3 (5) 
Accurate 45 (45) 8 (12) 9 (6) 
Most 
mentally ill 
offenders 
can be 
rehabilitated
. 
Inaccurate 4 (5) 7 (8) 21 (19) 
.017 No Opinion 8 (8) 21 (13) 20 (29) 
Accurate 10 (10) 10 (17) 43 (37) 
It doesn’t 
pay to give 
privileges to 
mentally ill 
offenders 
because 
they only 
take 
advantage 
of them. 
Inaccurate 28 (22) 3  (9) 1 (2) 
.005 No Opinion 27 (33) 21 (13) 1 (3) 
Accurate 42 (42) 15 (17) 6 (4) 
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If you give a 
mentally ill 
offender an 
inch, he or 
she will 
want to take 
a mile. 
Inaccurate 27 (20) 2 (7) 2 (4) 
.005 No Opinion 24 (32) 18 (11) 7 (7) 
Accurate 41 (41) 11 (14) 11 (9) 
Mentally ill 
offenders 
are not 
completely 
responsible 
for their 
crimes. 
Inaccurate 12 (14) 3 (7) 17 (12) 
.001 No Opinion 18 (21) 20 (11) 11 (18) 
Accurate 31 (27) 8 (14) 24 (23) 
If mentally 
ill offenders 
had simply 
used 
willpower 
they 
wouldn’t be 
in trouble in 
the first 
place. 
Inaccurate 27 (22) 4 (7) 1 (3) 
.048 No Opinion 27 (33)  17 (11)  4 (4) 
Accurate 43 (43) 12 (15) 8 (6) 
Most 
mentally ill 
offenders 
should be in 
prison rather 
than a 
hospital. 
Inaccurate 30 (22) 0 (5) 1 (4) 
.000 No Opinion 27 (35) 16 (8) 6 (6) 
Accurate 46 (46) 7 (10) 10 (8) 
Mentally ill 
offenders 
should have 
the same 
rights as any 
other 
person. 
Inaccurate 2 (4) 2 (4) 28 (24) 
.008 No Opinion 6 (7) 12 (6) 31 (37) 
Accurate 11 (8) 3 (7)  49 (47) 
Mentally ill 
offenders 
deserve to 
be helped. 
Inaccurate 1 (1) 0 (2) 31 (28) 
.012 No Opinion 1 (2) 9 (4) 39 (44) 
Accurate 3 (2) 2 (5) 58 (56) 
As soon as a 
person 
Inaccurate 20 (17) 0 (7) 12 (9) .000 
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shows signs 
of mental 
disturbance, 
he should be 
hospitalized. 
No Opinion 22 (27) 18 (9) 9 (14) 
Accurate 36 (34) 7 (11) 20 (18) 
More tax 
money 
should be 
spent on the 
care and 
treatment of 
the mentally 
ill. 
Inaccurate 4 (6) 5 (10) 23 (16) 
.000 No Opinion 6 (9) 27 (15) 16 (25) 
Accurate 16 (11) 13 (20) 34 (32) 
Mental 
illness is an 
illness like 
any other. 
Inaccurate 5 (7) 1 (5) 25 (19) 
.004 No Opinion 13 (11) 14 (7) 22 (30) 
Accurate 15 (14) 6 (9) 41 (38) 
The 
mentally ill 
are a burden 
on the 
criminal 
justice 
system. 
Inaccurate 19 (17) 3 (8) 9 (6) 
.003 No Opinion 22 (26) 21 (12) 4 (9) 
Accurate 37 (35) 12 (16) 13 (12) 
The 
mentally ill 
are far less 
of a danger 
than most 
people 
believe. 
Inaccurate 4 (10) 9 (10) 19 (12) 
.037 No Opinion 17 (15) 18 (15) 14 (19) 
Accurate 23 (19) 17 (19) 23 (25) 
The 
mentally ill 
have been 
the subject 
of ridicule 
for too long. 
Inaccurate 3 (3) 2 (8) 27 (21) 
.009 No Opinion 4 (5) 20 (12) 25 (32) 
Accurate 7 (6) 13 (15) 42 (40) 
Where 
possible, 
mental 
health 
services 
should be 
provided 
Inaccurate 0 (1) 3 (5) 29 (26) 
.010 
No Opinion 3 (2) 15 (8) 31 (39) 
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through 
community-
based 
facilities. 
Accurate 2 (2) 6 (11) 55 (50) 
Increased 
spending on 
mental 
health 
services is a 
waste of tax 
dollars. 
Inaccurate 28 (23) 1 (6) 3 (3) 
.004 No Opinion 29 (36) 17 (9) 3 (4) 
Accurate 48 (46) 8 (11) 7 (6) 
Mentally ill 
patients 
need the 
same kind 
of control 
and 
discipline as 
a young 
child. 
Inaccurate 11 (10) 11 (11) 10 (10) 
.024 No Opinion 14 (16) 25 (17) 10 (16) 
Accurate 22 (21) 14 (22) 27 (21) 
We need to 
adopt a far 
more 
tolerant 
attitude 
toward the 
mentally ill 
in our 
society. 
Inaccurate 1 (2) 2 (5) 29 (24) 
.009 No Opinion 6 (3.4) 14 (8) 28 (37) 
Accurate 3 (4) 8 (11) 52 (48) 
There are 
sufficient 
existing 
services for 
the mentally 
ill. 
Inaccurate 18 (15) 5 (9) 8 (7) 
.041 No Opinion 18 (23) 21 (13) 9 (12) 
Accurate 33 (31) 13 (17) 17 (15) 
Mental 
hospitals are 
an effective 
means of 
treating the 
mentally ill.  
Inaccurate 9 (6) 12 (13) 11 (14) 
.019 No Opinion 7 (8) 26 (19) 14 (20) 
Accurate 9 (11) 19 (25) 35 (27) 
The 
mentally ill 
should not 
be denied 
Inaccurate 8 (3) 1 (3) 23 (26) 
.000 
No Opinion 2 (4) 9 (4) 36 (39) 
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their 
individual 
rights. 
Accurate 3 (6) 2 (5) 58 (52) 
We have a 
responsibilit
y to provide 
the best 
possible 
care for the 
mentally ill. 
Inaccurate 2 (7) 1 (5) 29 (27) 
.016 No Opinion 1 (1) 12 (7) 35 (40) 
Accurate 0 (1) 7 (9) 56 (53) 
The 
mentally ill 
should not 
be given 
any 
responsibilit
y. 
Inaccurate 31 (25) 1 (5) 0 (2) 
.016 No Opinion 31 (37) 13 (8 ) 4 (3) 
Accurate 49 (49) 9 (10) 5 (4) 
Virtually 
anyone can 
become 
mentally ill. 
Inaccurate 3 (2) 5 (7) 24 (23) 
.033 No Opinion 1 (3) 17 (10) 30 (35) 
Accurate 5 (4)  8 (13)  50 (46) 
Most 
persons with 
mental 
illness are 
unpredictabl
e. 
Inaccurate 18 (10)  4 (8) 10 (14) 
.004 No Opinion 13 (15) 17 (12) 18 (21) 
Accurate 14 (20) 15 (16) 34 (27) 
Most 
persons with 
mental 
illness will 
not recover 
or get better. 
Inaccurate 22 (21) 5 (7) 5 (3) 
.002 No Opinion 26 (32) 20 (11) 2 (5) 
Accurate 46 (41) 7 (14) 8 (7) 
Most 
persons with 
mental 
illness are 
unable to 
get or keep 
a regular 
job. 
Inaccurate 18 (15) 7 (9) 7 (8) 
.005 No Opinion 19 (23) 22 (13) 7 (12) 
Accurate 32 (30) 10 (17) 21 (15) 
Most 
persons with 
mental 
Inaccurate 29 (26) 3 (5) 0 (9) 
.027 
No Opinion 33 (39) 14 (8) 1 (1) 
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illness are 
dirty and 
unkempt. 
Accurate 54 (51) 6 (10) 3 (2) 
Most 
persons with 
mental 
illness are 
dangerous.  
Inaccurate 27 (21) 4 (7) 1 (4) 
.003 No Opinion 29 (31) 16 (10) 2 (5) 
Accurate 39 (42) 11 (14) 13 (7) 
Most 
persons with 
mental 
illness 
cannot be 
trusted. 
Inaccurate 24 (21) 5 (7) 3 (4) 
.043 No Opinion 28 (32) 16 (10) 4 (6) 
Accurate 43 (42) 8 (13) 12 (8) 
Most 
persons with 
mental 
illness are 
unable to 
take care of 
themselves.  
Inaccurate 26 (21) 4 (6)  2 (5) 
.008 No Opinion 28 (31) 15 (9) 5 (8) 
Accurate 39 (41) 8 (12) 16 (10) 
I am able to 
recognize 
individuals 
with mental 
illness. 
Inaccurate 10 (10) 5 (9) 17 (14) 
.001 No Opinion 17 (14) 21 (13) 10 (21) 
Accurate 15 (18) 12 (17) 35 (27) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
 The demographic variable with the largest number of statistically significant 
relationships with survey items was how accurate participants believed sources of 
information to be about mental illness to be.  Participants who believed sources of 
information about mental illness to be inaccurate tended to hold the most positive views 
about mentally ill offenders.  Those participants were most likely to collectively disagree 
that “Mentally ill offenders are always trying to get something out of somebody” and that 
“If mentally ill offenders had simply used willpower they wouldn’t be in trouble in the 
first place.”  These participants also collectively disagreed with the statements, “Most 
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mentally ill offenders should be in prison rather than a hospital” and “The mentally ill are 
a burden on the criminal justice system.” 
 Participants who saw their informational sources as accurate had more conflicting 
opinions regarding mentally ill offenders.  Those participants collectively agreed that 
“mentally ill offenders should be in prison” and “need the same kind of control and 
discipline as a young child.”  However, these participants also collectively agreed with 
the statements “We need to adopt a far more tolerant attitude toward the mentally ill in 
our society” and “We have a responsibility to provide the best possible care for the 
mentally ill.”  This group also collectively agreed with the items, “Virtually anyone can 
become mentally ill,” and, “Mentally ill offenders should have the same rights as any 
other person.” 
 Bivariate analyses for the variable Years in Mississippi are displayed in Table 24 
below. 
Table 24  
Bivariate Analysis of Years in Mississippi 
Wording of 
Survey Item 
Years in MS 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
As soon as a 
person 
shows signs 
of mental 
disturbance, 
he should be 
hospitalized. 
0 - 20 33 (35) 17 (11) 13 (17) 
.015 
21 + 39 (37) 6 (12) 23 (19) 
There are 
sufficient 
0 - 20 30 (31) 21 (16) 10 (15) .041 
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existing 
services for 
the mentally 
ill. 
21 + 35 (34) 12 (17) 21 (16) 
Mental 
hospitals are 
an effective 
means of 
treating the 
mentally ill. 
0 - 20 14 (11) 29 (25) 19 (26) 
.028 
21 + 9 (12) 22 (27) 36 (29) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
 The number of years a participant had lived in Mississippi was statistically related 
to three survey items.  Individuals who had spent more than 21 years living in Mississippi 
collectively agreed with the statement, “As soon as person shows signs of mental 
disturbance, he should be hospitalized.”  Those participants also collectively agreed that 
“There are sufficient existing services for the mentally ill” and “Mental hospitals are an 
effective means of treating the mentally ill.” 
 Bivariate analyses for the variable Immediate Family Mental Health Diagnoses 
are displayed in Table 25 below. 
Table 25  
Bivariate Analysis of Immediate Family Mental Health Diagnosis 
Wording of 
Survey Item 
Has anyone 
in your 
immediate 
family ever 
been 
diagnosed 
with a 
mental 
illness? 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
Physical 
punishment 
of mentally 
Yes 24 (23) 13 (9) 2 (7) .040 
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ill offenders 
is 
occasionally 
necessary. 
No 61 (62) 21 (25) 22 (18) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
 For survey participants who had had an immediate family member diagnosed with 
a mental illness, one statistically significant relationship existed.  These participants were 
less likely to collectively agree with the item, “Physical punishment of mentally ill 
offenders is occasionally necessary.”  Participants who had not had an immediate family 
member diagnosed with a mental illness were more likely to collectively agree that 
physical punishment could be needed in some instances. 
 Bivariate analyses for the variable Personal Mental Health Care are displayed in 
Table 26 below. 
Table 26  
Bivariate Analysis of Personal Mental Health Care 
Wording of 
Survey Item 
Have you 
ever sought 
care from a 
mental 
health 
professional 
before? 
Collectively 
Disagree FO 
(fe) 
No Opinion 
FO (fe) 
Collectively 
Agree FO 
(fe) 
Significance 
Most 
mentally ill 
offenders 
can be 
rehabilitated
. 
Yes 1 (6) 9 (10) 28 (22) 
.022 
No 21 (16) 29 (28) 56 (62) 
Mentally ill 
offenders 
respect only 
harsh 
punishment. 
Yes 27 (27) 5 (8) 5 (2) 
.025 
No 76 (76) 27 (24)  3 (6) 
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Mental 
illness is an 
illness like 
any other. 
Yes 3 (9) 4 (6) 30 (23) 
.015 
No 30 (24) 17 (16) 58 (65) 
The 
mentally ill 
have been 
the subject 
of ridicule 
for too long.  
Yes 3 (4) 4 (9) 31 (25) 
.043 
No 11 (10) 31 (26) 63 (69) 
There are 
sufficient 
existing 
services for 
the mentally 
ill.   
Yes 24 (18) 8 (10) 4 (9) 
.030 
No 45 (52) 31 (29) 30 (25) 
Most 
persons with 
mental 
illness are 
unpredictabl
e.   
Yes 18 (12) 10 (9) 9 (16) 
.012 
No 27 (33) 26 (27) 53 (46) 
 
FO (fe)  indicates Frequency Observed (frequency expected). 
 Six statistically significant relationships existed between survey items and the 
demographic variable which measured whether participants had ever personally sought 
care from a mental health professional.  Participants who had sought mental health care 
before were more likely to collectively agree with the statements, “Most mentally ill 
offenders can be rehabilitated,” and, “Mental illness is an illness like any other.”  
Participants who had not sought mental health care were more likely to collectively agree 
with the survey items, “Most persons with mental illness are unpredictable,” and, “There 
are sufficient existing services for the mentally ill.”  Participants who had sought care 
from a mental health professional collectively disagreed that there were sufficient 
services for mental health treatment available. 
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 CHAPTER V – DISCUSSION  
 The purpose of this study was to examine the perceptions of university students 
toward mentally ill offenders.  Of particular importance in this study was generating a 
baseline of criminal justice students’ perception of mentally ill offenders, as current 
literature has failed to do.  In general, perceptions reported by participants were positive 
and indicated an attitude of tolerance toward mentally ill offenders.  This attitude may 
signal an appropriate time to reevaluate the implementation of community mental health 
services and alternatives to incarceration for mentally ill offenders, as community 
programs rely on the support of the community to survive (Rowe & Baranoski, 2011; 
Rowe & Pelletier, 2012; Scaefer & Stefancic, 2008).   
Revisiting the Research Questions 
 Three main research questions guided this analysis: 
1. To what extent do students display stigmatic or negative perceptions of mentally 
ill defendants in the criminal justice system? 
2. To what extent do students support alternative programs to incarceration for 
mentally ill defendants in the criminal justice system? 
3. To what extent are certain (e.g. demographic) variables related to perceptions that 
students hold of mentally ill offenders in the criminal justice system? 
 The results answered the question in general ways.  Students tended to display 
positive, tolerant, and accepting attitudes toward mentally ill offenders.  Students also 
supported alternatives to incarceration and community programs for mentally ill 
offenders.  Finally, the results suggested that the majority of the demographic variables in 
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this study had significant relationships with survey items relating to perceptions of 
mentally ill offenders. 
Revisiting the Research Hypotheses 
This analysis tested research hypotheses.  Descriptive univariate analyses and chi-
square analysis were employed to assess these hypotheses. 
 H1:  It is hypothesized that students will display generally stigmatic or negative 
perceptions of mentally ill defendants in the criminal justice system.  Univariate analyses 
and descriptive statistics suggested that students hold accepting and positive views 
toward mentally ill offenders.  Chi-square analyses further supported that generally 
positive views were the dominant attitudes reported by participants in this study. 
 H2:  It is hypothesized that students will report a general lack of support for 
alternative programs to incarceration for mentally ill defendants in the criminal justice 
system.  The results indicated that participants generally support community mental 
health services and alternatives to incarceration for mentally ill offenders.  Participants 
also supported an expansion of services already available to mentally ill offenders in the 
state of Mississippi. 
 H3:  It is hypothesized that certain (e.g. demographic) variables are related to 
perceptions that students hold of mentally ill offenders in the criminal justice system.  
Bivariate analysis, specifically cross tabulation and chi-square analysis, indicated that 
almost all of the demographic variables included on the survey had statistically 
significant relationships with a host of perception variables.  In fact, the demographic 
item included in the bivariate analysis that failed to suggest a significant relationship with 
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any perception variables was whether participants reported having an extended family 
member with a mental health diagnosis.   
Discussion 
Despite the overall positive tone of responses, certain seemingly contradictory 
opinions espoused by participants stood out among the data.  These seeming 
inconsistencies can be interpreted in multiple ways that do not necessarily indicate a 
negative tone.  For example, 63.2% of participants collectively agreed that “you should 
be constantly on guard with mentally ill offenders.”  This response is not necessarily 
negative, however, but might indicate that participants attribute a certain measure of 
unpredictability to mental illness.  Thus, participants may believe that mentally ill 
offenders should be treated with precaution in order to protect the offenders themselves.   
 Another inconsistent response was to the negatively worded item, “Mentally ill 
offenders don’t fully understand their crime.”  Nearly half (47.2%) of participants 
disagreed.  This could suggest that participants believe that mentally ill offenders have 
lower inhibitions or self-control that contributes to their criminal behavior.  Similarly, 
42.4% of participants disagreed that mentally ill offenders “are not completely 
responsible for their crimes.”  The fact that a significant portion of participants espoused 
beliefs that mentally ill offenders both understand and are responsible for their crimes but 
also hold generally tolerant and positive views of mentally ill offenders could suggest one 
of several things.  First, participants may hold generally tolerant views toward all 
criminals regardless of mental health status.  Second, participants may partially attribute 
criminality to mental illness.  Thus, mentally ill offenders would be considered both 
capable of understanding and responsible for their crimes but would still be worthy of 
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positive attitude, as their mental illness had caused their criminal behavior in some way.  
Third, participants could have an understanding of the concept of trans-
institutionalization and thus understand the theory that the behavior of excess populations 
in society is criminalized to exercise control over those populations (Slate & Johnson, 
2013).   
 One item on which participants seemed to have no clear opinion was, “Mentally 
ill offenders need the same kind of control and discipline as a young child.”  Participants 
were almost evenly split among collective disagreement (32.6%), neutrality or no opinion 
(34.7%), and collective agreement (32.7%).  This could suggest that the survey item was 
not worded in a distinct enough fashion to allow participants to form a concrete opinion.  
It could also mean that participants agreed with part but not all of the statement.  It is 
possible that wording that particular survey item in a different or more direct way would 
have yielded a more definitive result from the participants.  Some participants, for 
instance, may have agreed that mentally ill offenders require more control and discipline 
than other offenders or than the general population but shied away from suggesting that 
this likens mentally ill offenders to children, as that connotation could be 
condescendingly negative. 
 Three items, when evaluated together, display contradictions within participant 
responses.  First, 84.4% of the participants collectively disagreed that mentally ill 
offenders belong “behind locked doors.”  Then, 42.1% collectively agreed that mental 
hospitals are effective in treating the mentally ill.  Finally, 54.1% collectively disagreed 
that individuals who show signs of mentally illness should be hospitalized.  Taken 
separately, these findings make perfect sense.  However, combining the results leads to 
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some confusion.  If participants did not agree with locking mentally ill offenders up, they 
would presumably report lower support for mental hospitals, as mental hospitals have a 
negative connotation stemming from years of abuses and neglectful treatment of the 
mentally ill.  However, if participants believe mental hospitals to be effective, why would 
they not support hospitalization for someone showing signs of mental illness?  This 
admittedly convoluted interaction of these items suggests that participants lacked 
knowledge of mental health treatments and the effectiveness of mental hospitals prior to 
deinstitutionalization.   
 The fact that a high percentage (72.8%) of participants agreed that mental illness 
can affect “virtually anyone” suggests that participants understood the pervasiveness of 
mental illness as well as the range of illnesses covered by the description.  The belief that 
mental illness could happen to anyone could also stem from the number of participants 
who had personal experience with mental illness.  Nearly half (42.4%) had an extended 
family member with a mental health diagnosis, while a further 27.3% had an immediate 
family member who had been diagnosed with some form of mental illness, and 26.4% 
had personally sought care from a mental health professional.  Given that a health 
percentage of participants had some personal experience with mental illness, it is not to 
be unexpected that participants would also grasp the wide variety of mental disorder that 
exist.  A healthy understanding of the scope of mental illness (from depression to bipolar 
disorder and everything in between) could also have contributed to the finding that 
participants agreed that mental illness could happen to anyone. 
 Given that participants agreed that one should be on guard with mentally ill 
offenders, it might be expected that those same participants would agree that the mentally 
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ill can be dangerous.  However, participants were undecided about the inherent danger of 
mentally ill individuals and mentally ill offenders, with 30.6% disagreeing that the 
mentally ill are less of a danger than commonly believed, 30.6% having no opinion, and 
38.9% agreeing.  Despite the participant group not having a finite opinion on the danger 
posed by the mentally ill, support for mental health treatment in the community was high, 
with 79.9% agreeing that community-based programs should provide mental health 
services when possible and 63.2% agreeing that the mentally ill should be integrated into 
the community rather than isolated from it. 
 A large number of participants (77.6%) also disagreed or strongly disagreed that 
the mentally ill should live free of responsibility.  Research has suggested that 
community ties and responsibilities can be beneficial in integrating the mentally ill and 
mentally ill offenders into communities (Lamb et al., 1999; Rowe & Baranoski, 2011).  It 
is possible that some participants learned in their coursework the power of responsibility 
in strengthening social bonds and adherence to social contracts (cite).  It is also possible 
that participants who had not learned this lesson in formal classes had learned through 
personal experience, whether it be with themselves or others. 
 Bivariate analyses revealed that certain groups of participants held more positive 
views of mentally ill offenders than others.  Females and white respondents tended to 
hold more positive views of mental illness.  Conflicting attitudes displayed by different 
groups tended to indicate more negativity toward community involvement of mentally ill 
offenders and toward raising spending to provide more mental health services.  Positive 
views related more toward hope that mentally ill persons could recover and that public 
opinion would become more tolerant.  These contradictory opinions could mean that 
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certain participants believe in treatment of mentally ill offenders but also adhere to the 
belief that justice must be served.  Thus, much of treatment would need to be provided 
within prisons or be postponed until mentally ill offenders are released.  Participants 
whose views were most positive included females, social work students, and individuals 
who believe sources of information about mental illness are often inaccurate.  The most 
negative views tended to be reported by Baptists and undergraduates.   
Comparison with Original Study 
 A general takeaway from a comparison of the original study with the current 
study is that criminal justice students reported less positive and accepting views than their 
professional counterparts.  In fact, students in general reported less positivity than the 
original study’s participant population.  Though participants in both studies reported 
generally positive attitudes, those attitudes were more consistent and pronounced among 
the participants of the original study.   
 The demographics of the two studies were obviously different.  Over 80% of 
participants in the original study were white, and the participant group was mostly male 
(Thompson et al., 2014).  The original study’s participants also reported much higher 
levels of mental illness in their extended families, with over 50% of respondents 
reporting that an extended family member had received a mental health diagnosis.   
 The reliability analysis of the instruments was similar, as would be expected of an 
original survey and an adaptation of that survey.  Smaller subscales yielded much lower 
reliability scores.  However, the overall instrument reliability rating was powerful for 
both studies, with both instruments scoring over .9.  The summated scale scores in the 
original study were farther along the positive spectrum than those of the current study.  
 93 
Though this study’s summated scale scores were over 3 and thus positive, the degree was 
much less pronounced than on the original study.  The bivariate analyses also differed, 
with the current study yielding a larger number of statistically significant relationships 
occurring among the variables.  However, the opinions reported in the current study were 
also more contradictory and less consistent than those espoused by the criminal justice 
professionals in the original study. 
Limitations 
 There were several limitations to this study.  First, the participant sample was a 
convenience sample drawn from courses the researcher was allowed to access by 
professors who personally know the researcher.  Thus, the sample is not representative or 
generalizable. 
 Second, the instrument used in this study, though devised from other established, 
reliable, consistent measures, had only been used once before and was adapted in small 
ways for use in this study.  That means that the instrument used for this research has only 
been administered once in its current form.  Further applications of the instrument 
devised for this study will be needed to establish its reliability as a measure. 
 The sample size may also have been a limitation in this study.  The overall sample 
was 146.  However, only 53 participants were in the criminal justice or forensic science 
major.  A larger sample of criminal justice students would be desirable to corroborate the 
findings of this study and to increase the generalizability of results to all students of 
criminal justice. 
 The choices for certain demographic variables may have also limited this study.  
For example, there was no option for participants to choose “Atheist” or “Agnostic” as a 
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religious identification.  The demographic items on the survey instrument were tailored to 
the region in which the survey was being distributed.  However, it is possible that there is 
more variance in geographical origin among students than among the professionals 
included in the original study.  Thus, allowing for a free response to this question may 
have provided a clearer view of participants’ religious identification.  Evaluation of this 
demographic variable may have been better collapsed into Christian or non-Christian if a 
non-Christian response option had been provided.   
 Tailoring the demographic options to the researcher’s geographical region may be 
a limitation in itself, as future researchers would need to modify the demographic 
response options to provide more general responses or to their own geographical regions.  
Also, students on college campuses tend to be less homogenous than the surrounding 
area, as some students may choose to attend a university outside their home city or state.  
In future, a more generalized demographic section of the survey may be useful for 
providing a more complete view of participant characteristics. 
 The survey included a demographic question regarding where participants grew 
up as well as minor area of study.  However, these responses were not included in the 
final data for analysis due to the large variety of responses.  It is possible that valuable 
information was excluded from the final analysis due to this paring down of the data. 
Policy Implications 
 Previous literature has noted that community programs live or die based on the 
attitude of the community (Lamb et al., 1999; Rowe & Baranoski, 2011; Rowe & 
Pelletier, 2012; Schaefer & Stefancic, 2008).  The tolerant perceptions reported in this 
study suggest that the once-failed promise of community-based mental health service to 
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provide for the mentally ill after deinstitutionalization could now have a chance of being 
fulfilled.  The participant population included in this study reported strong support for 
community mental health programs and a strong belief that community services can be 
beneficial in the treatment of mental illness.  The time may have come for researchers, 
criminal justice professionals, and policy makers to push for community mental health 
services to be funded and provided, now that the support vital for those programs to 
thrive exists within the community.   
 There are also implications for educational changes.  Because criminal justice 
students will almost inevitably have contact with mental illness in their careers, criminal 
justice education should foster a positive, tolerant, and accepting attitude toward mental 
illness and mentally ill offenders.  However, criminal justice students reported several 
negative views of mentally ill offenders.  Criminal justice educators and academic 
departments may consider building more information about mental illness into curricula 
to ensure that criminal justice students are prepared for encounters with mental illness in 
the workplace.   
Some potential methods for increasing criminal justice students’ compassion 
toward mental illness would be providing an effective type of media for reducing stigma 
and increasing feelings of empathy.  Turner et al. (2013) found that fostering feelings of 
nostalgia was a vital element of effective media.  Personal experience was identified as 
one of the most effective modes of information for decreasing negative perceptions of 
mental illness.  Personal experience could be provided in a classroom setting by inviting 
individuals with mental health diagnoses, or relatives or friends of individuals with 
mental health diagnoses, to guest lecture in criminal justice classes.  Documentaries 
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featuring true stories of the effects of mental illness, especially in the context of criminal 
justice, could also be beneficial for promoting positive attitudes among students. 
Many criminal justice curricula lack mental health-related courses or coursework.  
Even the addition of a mental illness-specific project to a criminal justice program could 
expose students to information that could impact their perceptions of mental illness.  
Criminal justice programs may benefit from the development of classes specific to the 
concept of criminalization of mental illness or handling mental illness in a criminal 
justice context.  Criminal justice professionals could also contribute to the development 
and administration of new educational opportunities for criminal justice students.  The 
collaboration of criminal justice professionals and criminal justice academicians should 
be pursued to facilitate education and research. 
Suggestions for Future Research 
 Future research into this area will be able to tailor its research questions to 
narrower topics because of the baseline established by this study.  However, duplicating 
the results of this study by testing more criminal justice students would be ideal.  
Repeating the study could provide a larger participant pool to increase generalizability as 
well as establish reliability and consistency of the instrument.  A possible topic to expand 
this area would be establishing how participants define mental illness and what mental 
health diagnoses are considered harmless versus harmful.  Future research should also 
examine perceptions of specific individual mental health diagnoses to determine those 
most often linked to crime and those most often perceived to be linked to crime.   
 To determine whether relationships found to exist between demographic variables 
and perception variables remain when other variables are taken into account, a 
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multivariate analysis is needed.  The data set collected for this project could be used for 
another study evaluating the interrelations of demographic and perception variables.  In 
particular, demographic variables found to be related to a large number of perception 
variables or with particularly significant relationships to certain perception variables 
should be evaluated.  For instance, the results of the bivariate analysis included in this 
study suggest that differences exist between genders in relation to perceptions of mentally 
ill offenders.  The nature, strength, and direction of those relationships could be better 
explored using multivariate analysis techniques. 
 Because less than half of participants reported having personal experience in their 
immediate or extended family with mental health issues, valuable research could be 
conducted to determine how best to educate students about how to handle real-life 
encounters with the mentally ill.  Previous research has found that certain types of 
information dissemination regarding mental illness are more helpful than others (cite).  
Future research should focus on the methods of education that both increase attitudes of 
acceptance toward the mentally ill and provide a guide for how to handle an individual 
with mental illness one-on-one, including active distress.  Future research could also 
expand the experiential subscale from this study to include questions extending beyond 
the family, such as whether participants’ have known a neighbor, friend, significant other, 
or acquaintance who experienced mental health issues.   
 Though recent media trends have portrayed mental illness in a more positive light, 
media outlets could potentially be influenced to adopt a policy of accurate and 
compassionate portrayal of mental illness.  Decreasing suggestions that violent crime is 
linked to mental illness should also be suggested, as these only serve to perpetuate 
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misinformation.  However, an official policy or plea to the media may not be needed to 
accomplish this goal, as the media may alter its stories to reflect general perceptions of 
mental illness, which may be becoming more positive. 
 More research into support for community programs should also be explored.  
Considering this study’s high reported levels of support for community programs and 
treatment, as well as alternatives to incarceration, it could be valuable to ascertain what 
other kinds of programs might be supported by communities.  If widespread, support for 
community programs for not only mentally ill offenders but juvenile and adult offenders 
without mental illness could display a lowered social stigma attached to a criminal 
conviction.  If communities eventually implemented a wider range of programs for 
vulnerable populations, prison populations might also be reduced.   
Conclusions 
 Overall, the results of this study demonstrate that university students hold 
generally positive, tolerant, and accepting views of mentally ill offenders.  Criminal 
justice students varied in some ways from social work and medical laboratory science 
students.  Perhaps, the most valuable result of this work is that a baseline for criminal 
justice student perceptions of the mentally ill and of mentally ill offenders has been 
established, on which further research may be based. 
 Though positive in general, criminal justice students’ responses to the survey 
items were in certain instances less positive than those reported by other groups, 
specifically social work students.  This could indicate that current criminal justice 
students are not being adequately educated about mental illness.  Criminal justice 
students who pursue careers in criminal justice fields will eventually encounter 
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individuals with mental illness.  Given the certainty of these encounters, criminal justice 
programs should endeavor to teach their students about mental illness in general and 
specifically how to handle a mentally ill individual in a criminal justice context. 
 Also accomplished in this study is the comparison of perceptions of criminal 
justice professionals and criminal justice students.  This provides an opportunity to 
establish what kind of changes in perception take place from schooling to pursuing a 
career in the criminal justice field.  Understanding how a career in criminal justice 
influences perception could provide insight into how criminal justice education can better 
serve students hoping to pursue a criminal justice career to avoid burnout and to 
adequately prepare those students for real-life encounters with mentally ill offenders.  
These findings could indicate an opportunity for criminal justice professionals to impart 
the benefit of their experience to criminal justice students, who are arguably the next 
generation of criminal justice professionals.  This potential for collaboration between 
professionals in criminal justice careers and academic units, not just for research but for 
the direct benefit of students, should not be ignored. 
 Another benefit of establishing the perceptions of university students toward 
mentally ill offenders is in the implication for policy.  The participants included in this 
study were of voting age and represent the possibility for policy change regarding 
mentally ill offenders in the future.  If this participant group is indicative of the coming 
generation of voters, the time may be ripe for policy makers to push for community 
mental health programs with the promise of community support.  As this participant 
population ages, policy may change to reflect its tolerance toward mentally ill offenders 
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in the community.  The day for the harmful unintended effects of deinstitutionalization 
without sufficient safety net programs to be remedied may have finally come. 
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